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GENITO-ANO-RECTAL SYNDROME* 


V. GOVINDON NAIR, M.R&.¢.P., F.R.F.P.S. ETC, 
AND 
N. G. PANDALAT, M.B.B.S., D.T.M. 


[From the Venereal and Dermatological Department, King George 
Hospital, Vizagapatam] 


It was in 1913 that Durand, Nocolas and 
and Favre of Lyon described a certain type of 
inguinal adenitis, as a definite disease entity of 
venereal origin and named it “ lymphogra- 
nulomatosis inguinale subaigue”. This form 
of inguinal adenitis was not unknown in other 
parts of the world ; and certainty in the tropics 
it was known as tropical or climatic bubo. 
That these forms of inguinal adenitis of the 
tropical and temperate climes are identical 
was not realised till 1932. In that year Findlay 
of the Wellcome Bureau of Scientific research 
proved conclusively by animal experiments 
that they were ‘‘one and the same condition”’. 
Both are caused by the same ultra-microscopic 
filterable virus; their pathology is identical 
and they exhibit a uniform symptomatology. 
The convalescent serum from cases of climatic 
bubo of the tropics protects experimental 
animals against the virus from cases of lympho- 
granuloma inguinale of the temperate regions 
and vice versa. In 1925 Frei, in Germany by 
his discovery of the intra-dermal] test, now known 
as Frei test made it possible to diagnose de- 
finitely this virus infection and its late mani- 
festations. 

Of late, more attention has been focussed 
to a variety of conditions occurring in the ano- 


*Read at the 4th Andhra Medical Conference held at 
Bezwada on the 30th March 1934. 


genital region and variously described by differ- 
ent observers. Though long recognised, these 
conditions defied till recently all attempts 
to find out their causal agent or their relation- 
ship with lymphogranuloma-inguinale. The 
earliest unmistakable description of the condi- 
tion was given by Hugier in 1848 in a communi- 
cation to the Academie de Medecine. He was 
unsatisfied with the then existing nomen- 
clature and himself coined a new name, esthio- 
mene. Though unable to demonstrate — the 
aetiological factor, he did not agree that the 
condition was due to syphilis, tubercle or 
cancer. The original description of Hugier is 
so illuminating that we make no apology for 
reproducing portions of it here as quoted by 
Stannus. “This chronic malady is charac- 
terised by the leaden or violaceous colour of 
the affected parts ; their deformation, thicken- 
ing and induration ; the ulceration and destruc- 
tion at the same time, infiltration and hyper- 
trophy so that the orifices and passages of 
the vulva and anus may be at the same time 
the seat of ulceration and enlargement as well 
as stricture, while the folds of the skin and 
mucous membrane manifest thickening, fibrosis 
and ulceration of variable degree and distri- 
bution, without pain or tenderness ; without 
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menacing life, and without even injuring the 
general health, at all events for a long time’’. 
In 1849, Larsen, a Danish surgeon, described 
for the first time an inflammatory stricture of 
the rectum, but attributed it to syphilis. 
Since then we come across case reports and des- 
criptions of the individual conditions and of 
the complete genito-ano-rectal syndrome pub- 
lished by many observers in almost al] the 
European countries and America. It is really 
remarkable that no indigenous case was record- 
ed in Great Britain. In November 1932 Stan- 
nus in his presidential speech at the section 
of tropical diseases and parasitology of the 
Royal Society of Medicine, London—suggested 
that the disease had been overlooked in Great 
Britain. But Hanschell and Harrison opined 
that the disease was rare and not missed as 
suggested. Stannus reported the “‘first proved 
case” in England in February 1933; and the 
infection in this case was acquired in London. 
Since then three other cases were reported by 
A. Davies. In 1927 Frei suggested that all 
cases exhibiting the genito-ano-rectal syndrome 
in part or complete should be submitted to his 
intradermal test. Next year (1928) he in colla- 
boration with Koppel reported five cases of 
“vulval and anorectal complications in lym- 
phogranuloma-inguinale”, four in women and 
one in man, with positive Frei test in all. Fur- 
ther, it has been conclusively proved that both 
lymphogranuloma-inguinale and this syndrome 
are caused by the same virus. The virus 
has been recovered from cases exhibiting 
the later manifestations and inoculation with 
this virus or with tissue removed from these 
lesions on the one hand and gland juice or pus 
from climatic bubo on the other, produces 
identical changes in experimental animals. 


After Frei and Koppel had reported their 
cases, a number of papers have been pub- 
lished on the subject particularly in the Con- 
tinent and America. In India climatic bubo 
and its later manifestations including the com- 
plete genito-ano-rectal syndrome seem to exist 
but no literature has been published. Stannus 
firmly believes that Branfoot certainly must 
have seen these cases in Madras in 1902. We 
agree that the disease must have been in exist- 
ence for a long time. Cases of this description 
have recently come under our observation. 


NAIR & PANDALAI 
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As these cases generally go wrongly labelled or 
unreported as evidenced by the dearth of any 
literature in India, we publish these few case 
reports with the hope that it will stimulate 
further work on this subject. We fully realise 
the difficulty of diagnosing these conditions. 
The only certain aid to diagnosis next to animal 
experiments is the intra-cuti reaction of Frei ; 
even then the difficulty is not fully obviated 
as the antigen is not within casy reach of 
every one. 


The late manifestations of this virus in- 
fection are :— 


1. Pseudo-elephantoid condition of the 
pudenda, the real elephantiasis be- 
ing due to filaria. In the early stage of 
this condition there may be marked 
oedema to start with, which in due 
course goes down leaving a hyper- 
trophied indurated condition much 
smaller than the original swelling. 
In males the skin of the penis and in 
females the labia are affected. 


2. Chronic ulceration of the vulva. 


3. Stricture of the vagina. Jersild men- 
tioned a case in which the stricture 
was situated six centimeters above 
the hymen. 

4, Ulceration around the urethral opening 
of the female with stricture forma- 
tion later on. 


Papillomatous mass growing from the 
preputium clitoridis. Similar growths 
may also be seen in granuloma-genito- 
inguinale (granuloma venereum). 


6. Chronic ulceration of the anal margin, 
anal canal or the rectum or of their 
combination. 


7. Condylomata-like masses around the 
anal margin. Leitz has reported a 
case with ‘‘a cock’s comb shaped 
condyloma-like mass of perianal 
vegetation”. We have observed such 
growths in two of our cases and the 
appearance of the mass is more like 
thrombosed external piles and so 
we would prefer to call them as 
“thrombosed_ pile-like masses’’. 
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8. Papillomatous or polypoid growths or 
granulomatous ulceration of the 
rectum and stricture formation. 

9. Stricture of the rectum two to eight 
centimeters above the anal margin. 

10. Fistula-in-ano below the stricture. 

11. Recto-vaginal fistula. 

12. Perimetritis and parametritis with 
salpingitis or adnexitis of some 
authors. Some of the bad cases of 
matted tubes with tethering down 
of the uterus, perhaps belong to this 
category. 

13. The complete genito-ano-rectal syn- 
drome or esthiomene of Hugier. 


Climatic bubo and its later manifestations 


have a world wide distribution. But seacoast 
towns are not particularly favoured for the 
incidence of the disease. The disease is trans- 
mitted by sexual contact. Cases of extragenital 
infection have also been rarely met with. 
Nelaton was the first to consider this disease 
as infection. The causative agent is an ultra- 
microscopic filter-passing virus. According to 
IIellerstrom and Wassen, the virus is capable 
of passing through scarified skin in animals 
without producing any local lesion. It is sug- 
gested by Lohe and Rosenfeld that syphillis is 
a predisposing cause. In our experience, in a 
large proportion of cases syphilis co-exists with 
climatic bubo or its later manifestations, but 
to take it as a predisposing cause there is not 
enough data. This latter syndrome is met 
with in all races and both sexes though there 
is a large preponderance in the female sex, the 
proportion being 8.1 according to Fournier. 
This difference in the incidence in the sexes is 
due to the difference in the lymphatic drainage 
of the area in the two sexes. 

In both the sexes, the lymphatics of the 
external genitalia,—penis and scrotum in males 
and vulva in females—drain into the medial 
group of superficial inguinal glands. But the 
lymphatics of the posterior part of the vulva 
anastomose freely with those of the anal region 
and thus reach the ano-rectal glands. The 


lymphatic net work of the vagina—anastomoses 
with the lymphatics of the cervix above and 
with those of the anal region below. The 
lymphatics of the upper part of the vagina 
drain into the external iliac glands and those 
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from the lower part into the hypogastric glands 
while some of these vessels also reach the gland 
in the recto-vaginal septum. Lymphaties from 
the lower part of the vagina also drain.into the 
ano-rectal glands after piercing the rectal fascia 
but some of these also drain into the prcmcn- 
tory and lateral sacral glands. The internal 
genitalia of the female drain into the external 
iliac, hypogastric, lateral sacral and _ aortic 
glands. The lower part of the rectum is sur 
rounded by a dense tube of fascia (Gray) con- 
sisting of a localised thickening and compres- 
sion of the extra-peritoneal connective tissue ; 
apparently this tissue is rich in lymphatics and 
is similar to the tissue of the parametrium. 
Again there is continuity of this tissue with that 
of the parametrium, of the neck of the bladder, 
the tissue in the iliac fossa and even the peri- 
nephric cellular tissue of the posterior abdo- 
minal wall. This anatomical peculiarity also 
may possibly influence the spread and the 
localisation of the disease. 

Before the development of inguinal ader:i- 
tis the disease shows itself as a sore 3 days to 
3 weeks after the infecting coitus. In male 
it is usually situated on the corona, prepuce or 
glans penis, and in women on the cervix, pos- 
terior formix or fairly high up on the poterior 
vaginal wall or rarely on the vulva. The 
characteristics of the sore are : that it is super- 
ficial, small, painless, evanescent and _ heals 
readily without any treatment. The virus 
seems to have a preference for the lymphatics 
along which it spreads. The virus also travels 
along the fine intra-dermic lymphatics of the 
skin surrounding the anus and thence spreads 
to the perianal and peri-rectal tissues. From 
the difference in the nature of the lymphatic 
distribution of the genitalia as indicated above, 
it is easy to understand why the inguinal bubo 
is a common feature in men and rarity in 
women except when the primary lesion happens 
to be in the vulva. Instead of to the inguinal 
glands, in women the virus is carried to the 
iliac, hypogastric, lateral sacral, or aortic 
glands. There were rare instances where these 
glands enlarged with periadenitis and even 
suppurated assuming proportions large enough 
to arrest attention. It may be profitable to 
do the specific test on some of those obscure 
gastric cases in either sex, 
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When the primary lesion is in the posterior 
vaginal wall, the infection spreads to the ano- 
rectal glands of Gerota situated in the recto- 
vaginal septum. With this gland as the cen- 
tral depot the infection spreads to vulval and 
perianal regions or to the perirectal tissues. 
The spread may encircle the vagina or rectum 
and may also extend to the uterine adnexa 
and the peri-and para-mctria. Some of the 
cases of matted tubes and uterine adhesions are 
probably the result of this virus infection. 
The affected parts become somewhat hard and 
fibrosed. The normal connective tissue is re- 
placed by an inflammatory tissue rich in cells. 
All varieties of cells are seen; young fibro- 
blasts, plasma cells, large mononuclears, fixed 
connective tissue cells, epitheloid cells, macro- 
phages, and giant cells. Besides this plastic 
inflammatory reaction, minute abscesses may 
be formed. They enlarge, coalesce and 
burst in due course producing fistulae opening 
into the rectum, vagina or both or to the exter- 
nal surface about the anus. Without pus 
formation also infiltration and fibrosis may 
result, finally ending in stricture of the rectum 
or vagina. This stricture formation may be 
the result of a local ulceration in the rectum by 
the virus or it may be the indirect result of the 
inflammatory changes on the wall of the rectum 
due to a spread of the virus from adjoining 
lymphatics. 

Sometimes pseudo-elephantoid condition of 
the vulva, perineum and perianal tissues deve- 
lops. This hypertrophy is not due to lymph 
stasis but is the consequence of a specific in- 
flammatory reaction of the lymphatics and the 
tissues around as proved by Barthels and 
Beiberstein. When the process is limited to 
the strictures around the rectum, fibrous 
stricture results. When it is around the vulva, 
elephantiasis of the part results. The com- 
plete genito-ano-rectal syndrome is the end 
result when all these structures are involved, 


This syndrome is practically limited to 
women though rarely stricture of the rectum 
and elephantoid condition of the pudenda are 
met with in men also. When stricture of the 
rectum develops in men, most often there is a 
history of pederasty and there might have 
existed a primary lesion in the rectum. Very 
recently Couts has reported 7 cases of lympho- 
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granulomatous stricture of the rectum in males 
and concludes that they fall under two cate- 
gores due to two different sites of entry of the 
virus. In one the virus enters through the 
posterior urethra producing an abacterial ure- 
thritis. Subsequently abscesses and fistulae 
appear in the lower perineum which have no 
relation to the urethera. In these cases the 
ano-rectal symptom takes many years to deve- 
lop. In the second group the virus enters by 
the anus or rectum. Here the stricture of the 
anus or rectum which is generally within the 
reach of the examining finger appears first and 
fistulae develop later. 


Frei thinks that the development of these 
later manifestations is possible without any 
primary lesions including the involvement of 
the lymph glands. Also it is rather uncommon 
to get a history of any primary sore or inguinal 
lvmphadenitis in women. When it is remem- 
bered that primary syphilis often goes un- 
detected and unsuspected in women because 
of the hidden situation and painlessness of the 
lesion, it is easy to realise that the painless, 
transient, hidden primary lesions of this syn- 
drome similarly may go unrecognised. Only 
in a small percentage of cases, 2 in our series, 
either a history or some evidence of having had 
inguinal bubo is forthcoming. Therefore, it is 
not surprising that many cases of genito-ano- 
rectal syndrome go unrecognised as it is diffi- 
cult to diagnose them and to establish their 
relationship with climatic bubo. The import- 
ance of Frei’s intradermal test can be well 
realised only when it is known that it is the only 
sure and easy method of diagnosing the condi- 
tion. Although it is undoubtedly a specific 
test it is not an infalliable one as it gives a small 
percentage of false negatives. Hence it is better 
to remember that a negative reaction has no 
positive diagnostic value in this also in the 
same way as negative Wassermann reactions 
do not always rule out syphilis. In certain 
cases the negative reaction may be due to a 
different strain of the vurus. In such cases a 
second antigen sometimes gives a positive test. 
Two different strains of the virus have been 
described and according to Hermans patients 
infected with group II virus do not react to 
antigen prepared from group I cases but anti- 
gen from group II cases gives positive reactions 
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in both groups. But this has to be confirmed 
by further work. It was pointed out by 
Sulzberger and Wise that in cases of syphilis 
complicated by lymphogranuloma inguinale, 
the Frei test is negative during the period of 
active syphilitic lesions. Such cases become 
Frei positive with the disappearance of the 
active lesions of the coexisting disease under 
appropriate treatment. 


The evolution of the syndrome is very slow, 
taking months to years for the development of 
the complete picture. When the anus and rec- 
tum are involved, the usual symptoms are pass- 
ing of mucus or blood per anum, increasing 
constipation, pain inside the anus and rectum 
radiating at times to the upper third of the 
thigh and around the waist, dragging sensation 
of the affected part, fullness in the rectum, 
difficulty in sitting down due to pain and un- 
easiness especially in those with pile-like masses 
at the anal margin. Painful defaecation is a 
marked feature. The usual tale is that the 
inclination to pass stool is frequent and irre- 
sistible, but nothing passes except flatus or a 
few drops of pus, or blood. When stricture 


is in the process of formation defaecation be- | 


comes increasingly difficult with the passage of 
flattened ribbon-shaped faeces. Loss of appe- 
tite and distension of abdomen are common. 
Intestinal obstruction was also reported. When 
the affection is limited to the external genitalia, 
it seldom gives rise to any symptoms except 
unsightliness, deformity, mechanical obstruc- 
tion and impaired function. The story is quite 
different when theinternal reproductive organs 
are affected. The lymphangitis and the plas- 
tic inflammation set up by the virus around 
the uterus and its adnexa keep them matted 
together giving rise to all the symptoms familiar 
in cases with pelvic inflammation. But for 
these local changes, there is very little general 
disturbance. The patient is in fairly good 
health till very late stage when secondary anae- 
mia develops. Leucocyte counts show an in- 
crease ranging from eight to twenty seven 
thousands. It is doubtful whether this picture 
continues upto and after the development of 
the sequelae. What we have seen is that with 
the subsidence of the lymphadenitis the leuco- 
cyte count tends to resume the normal. The 


erythrocyte sedimentation rate is said to be 
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increased. We do not consider this of any 
value even if it is so. 


Dracnosis: It is easy if the existence of 
this condition is kept in mind and if Frei test 
is more extensively employed as a routine. 
A word about Frei test may not be out of place 
here. The antigen for the test is prepared 
according to Frei’s directions from the pus of a 
typical case of climatic bubo. The — bubo 
must have softened but not burst. Frei lays 
down that the person from whom the antigen 
is prepared must be free from tuberculosis, 
syphilis, gonorrhoea and ulcus molle past and 
present. In this country where filariasis is 
endemic, we would like to impress the necessity 
of selecting persons free from filarial infection 
also. The bubo itself may at times turn out 
to be filarial in which case the tests with that 
antigen may give false positive in those infested 
with filaria but free from climatic bubo. In 
a few purely filarial cases Frei test has been 
found to be negative. The test is done on the 
anterior aspect of the forearm by injecting 


intradermally 0.1 c.c. of the antigen with 
normal saline as control in the other arm. One 


or two normals also should be tested as con- 
trols. The reading should be made at the end 
of 48 hours. This is very important as at times 
pseudo-reactions are seen which reach their 
acme in 24 hours but decline in 48 hours. A 
positive reaction consists of a raised, red, in- 
filtrated area with a diameter of } to 1 ¢.m. 
ormore. The area has a slight convexity which 
can be felt and seen with a minute area of ne- 
crosis at the needle prick. Another feature 
of some importance we have noticed, is a feeling 
of itchiness over the infiltrated area which slowly 
develops about 24 hours after the test and per- 
sists for a day or two more. 

In cases of stricture of the rectum, other 
conditions that cause the stricture should be 
thought of. These are gonorrhoea, syphilis, 
tuberculosis, chronic ulcerative colitis, dy- 
sentery, granuloma genito-inguinale and _bil- 
harziasis. Benign stricture of the rectum may 
also be traumatic, postoperative or follow peri- 
rectal inflammations as pelvic cellulitis or after 
radium application for uterine affections. Bil- 
harziasis however does not exist in this country. 
The other conditions can be eliminated by bac- 
teriological and serological examinations, by 
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special tests and from the history of the case. 
It must also be remembered that gonorrhoea 
and syphilis may coexist with the lympho- 
granulomatous stricture of the rectum. The 
diagnosis becomes easier if the following points 
about the stricture are remembered. 


(1) Its preponderance in women. 

(2) The annular, nature of the structure. 

(3) The situation of the stricture which 
is fairly high up, 2 to 8 ems. above the anal 
margin. 

(4) Its rather soft and dilatable character. 

(5) The mucous membrane covering the 
stricture showing no change as the stricture 
is caused by pressure from without. 


Case Notes :— 
(1) G--A married woman of 35 years. 


History :—¥or six months previous to her 
admission into the the hospital, she had been 
passing blood and mucus per anum. For 
about the same period she never had a satis- 
factory motion, Subsequently the difliculty 
had increased, After straining for some time 
small hard masses of scybalae of the size of a 
marble were all that could be passed. Diffi- 
culty to sit down on account of pain in the region 
of the anus and around the waist. Generally 
she used to sit on one or other of the buttocks. 
Had 7 pregnancies and 7 children. First child 
died 15 days after birth and the fifth while 6 
months old. All the others were alive snd 
apparently healthy. No history of any ex- 
posure to infection. Her husband had inguinal 
buboes some years ago. 

Examination :—A fibrous stricture of the 
rectum about 3 inches (8 cms.) above the anal 
margin. Inguinal glands on both sides were 
just palpable. All other glands were negative. 

Wassermann reaction—strongly positive. 

Frei test—positive with itching: 

Sigmoidoscopic examination — revealed a 
definite annular stricture 8 cms above the anal 
margin. Below the stricture on the posterior 
wall there was an ulcer with soft edges. Rectum 
was freely movable. Condition did not appear 
malignant. 

Cervical smear was negative for gonococci. 

She was given 1.8 gms. of arsenic and 1 
gm. of bismuth with no relief. Stricture was 


dilated and thereafter she was able to sit down 
comfortably ; pain around the waist disappeared 
and defaecation became free, easy and pain- 
less. 

(2) V—A married woman of 35 years from 
Chicacole was admitted for difficulty in defae- 
cation. 

History: Periodic attacks of headache 
once a fortnight for about 3 or 4 hours in the 
evening two years ago. At about the same 
time, she had a feeling of getting more and more 
constipated and she was occasionally passing 
blood and mucus per anum. The constipation 
grew worse and for the past one year she had 
been passing ribbon like faeces. She dreaded 
going to the lavatory. Pain used to start at 
the umbilicus radiating all round the waist 
and thence running to the anal region. With 
incessant strain accompanied by pain, small 
amount of faeces was passed with great relief. 

7 pregnancies, 6 children and 1 abortion. 
Of the six children, 4 alive and _ well, 2 died 
when 2 and 7 months old respectively. We 
had occasion to see two of her children a boy 
and a girl. The boy looked apparently healthy 
but the girl was distinctly syphilitic (con- 
genital). Her husband, apparently a healthy 
man, gave a history of right inguinal bubo 
8 years ago which was operated. 


Examination: Stricture of the rectum 
about 3 ems. above the anal margin which 
easily admitted the tip of the examining finger. 
It was annular, fibrous and easily dilatable. 
There was an anal fistula below the stricture 
and opening externally to the right side of the 
anus, 

Wassermann reaction—strongly positive 
for herself, husband and the two children. 

Test for granuloma genito-inguinale— 
negative. 

Frei test—positive for herself and husband 
with itching. Negative for children. 

No improvement with anti-syphilitic treat- 
ment. 

(8) S—A married woman aged 30 years 
from Amiti near Bobbili. She came to the 
hospital for constipation, loss of appetite and 
passing of mucus per anum. 

History: 7 or 8 years ago, she had an 
attack of melena, losing large quantities of 


Yee 
4 


Vol. No, 11 
July, 1934 


blood. The attacks recurred every 2 months. 
This went on for about a year and then dis- 
appeared with some medicine given by a byragi. 
When these recurring attacks of melena stopped 
she began passing blood and mucus per annum. 
She also became constipated. With increasing 
constipation the amount of mucus passed also 
increased. Now distension of the abdomen 
and periodic attacks of pain also supervened. 
The onset of pain was an indication to go to the 
lavatory but no proper evacuation ever took 
place except for the passage of some mucus 
which lessened the pain. Sometimes small 
bits of hard dry faeces were also passed. She 
had to go through this ordeal 7 or 8 times a 
day. AJl these 8 years she had amenorrhoea. 
She had been noticing. growths round her anus 
for the last three or four years. 


Past History: Ten years ago i. e. 2 years 
before the first attack of melena, her husband 
had an attack of fever and developed buboes 
on both the groins. A weck or ten days later, 
she had also fever and developed inguinal 
buboes. The buboes increased in size and burst 
of their own accord, Till then daily rise of 
temperature was a common feature. Both 
husband and wife took some medicine and it 
took nearly an year for the buboes to subside. 

Family History: Two  pregnancies—2 
children. First child died a month after birth. 
The second child was alive and well. 

Examination: Thrombosed external pile- 
like masses were present all round the anal 
margin with slight ulceration of some of them 
on their mucous surfaces. There was an annular 
stricture of the rectum about 4 ems. above 
the anal margin but no ulceration of the rectum. 
The examining finger revealed the presence of 
blood-stained pus. Stricture admitted the 
forefinger and was easily dilatable. Inguinal 
glands were palpable. 

Frei test was positive for both husband and 
wife but negative for the son. 

Wassermann reaction strongly positive for 
the patient, moderately positive for the husband 
and negative for the son. 

No microfilaria in night blood. 

Test for granuloma-genito-inguinale— 
negative. 

Dmelcos test (Ito-Reenstierna)—negative, 
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gonococci, 


Cervical smear—negative for 

Stools—no amoebae or cysts. 

Agglutination test with dysentery bacilli 
—negative. 

No improvement with anti-syphilitic treat- 
ment. 

(4) S—A married woman of 25 years from 
Cheeprupalli. 


She came to the hospital for pain and swell- 
ing of both the labia. She had fever for the last 
three or four months almost every day. <A few 
days later, a small swelling appeared in the right 
groin and 15 days later a similar one on the 
opposite side. Both increased in size and were 
painful. During this period she had _inter- 
mittent fever. Locally some irritant was ap- 
plied by the patient and this was followed by 
the appearance of painful swelling of the upper 
half of the thighs and the vulva, The dis- 
comfort and pain were unbearable. After a few 
days, the buboes subsided. Her husband had 
inguinal buboes two years ago. One child was 
alive and well, 

Examination : 
oedematous and reddish in colour, 


Both the labia were swollen, 
Swelling 


Fic 1 


Showing thrombosed Pile-like masses 
at the Anal margin 


extended from the mons veneris to the anal 
margin. The labia were hard to feel, painful 
and about 4 times the normal size. Small 
areas of herpetiform ulceration about the anal 


region. Prolapse of the uterus. Inguinal 
glands just palpable. 
Wassermann reaction—strongly positive, 


husband’s moderately positive. 
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Frei Test—positive for self and husband ; 

No micro-filaria in night blood for both 
husband and wife. 

Test for granuloma genito-inguinale— 
negative for both. 

Agglutination for B. dysentery—-negative. 

Stools-—negative for amoebae and cysts. 

Dmelcos Test—negative for herself but 
positive for the husband. He had soft sores 
on the penis at the time of test. 


Von Pirquet—negative. 

Cervical smear—negative for gonococci, 

The swelling of the labia slowly subsided 
Bee leaving a slightly hypertrophied and thickened 
right labium majus. 

(5) V. R.—-A prostitute from Gudivada— 
25 years old. Sought admission for in defe- 
eation constipation and passing of blood 
and mucus per anum of 6 years’ duration. 

History: For the last 6 years, she had 
been constipated with the bowels opening 
but once in two or three days. Pain in the 
abdomen was a common feature. She used to 
have melena also, A year after she began to 
a pass blood and mucus per anum. She used to 
take some Ayurvedic medicine but to no effect, 
B A year ago she attended the local hospital where 
she was given some injections which gave her 
temporary relief. Pain in the abdomen was 
confined to its lower part and it radiated to the 
back, waist and thighs. She used to have vagi- 
nal discharge for a long time. 


No pregnancy. 

Examination: Both the labia were slightly 
hypertrophied, left a shade more than the right. 
Vagina contained a thick gummy discharge. 
Cervix was inflamed, red, discharging muco- 
purulent material and easily bleeding. There 
was ulceration of the anal canal and rectum and 
a wide granulomatous annular stricture an inch 
above the anal margin. All glands were nega- 
tive. 

Frei test—positive, at the end of 48 hours. 

Test for granuloma genito-inguinale and 
Dmeleos Test—negative. 

Agglutination for B. dysentery—positive 
for B. Shiga upto 1 in 40; negative for B. 
Flexner. 


Stools ;: No amoebae or cysts. 
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Wassermann rection—strongly positive. 

Cervical smear—positive for gonococci, 

Von Pirquet—negative. 

(6) R.—A married woman aged about 
35 years, from Appalarajapuram near Choda 
varam. Her complaint was pain and dragging 
sensation in the anus and waist of five months’ 
duration. Six months ago, while in Rangoon, 
her right elbow and left knee became swollen 
and painful and was treated in the Rangoon 
Hospital with some injections which gave her 
relief. A few days alter, after returning home, 
she noticed small growths at the anal margin. 
Defaecation became increasingly difficult and 
painful. There was pricking and burning sen- 
sation at the anus with discharge of mucus and 
blood per anum for about 4 times a day and 
an equal number by night. Pain and uneasiness 
prevented her from sitting down properly. 
About 5 or 6 years ago, while in Rangoon, she 
developed inguinal bubo of the right side, when 
her husband had an urethritis. The bubo was 
opened and the condition subsided. No 
pregnancy. 

Examination: A very anaemic, emacia- 
ted individual—only skin and bones. There 


Fic 2 


Showing elephantoid condition of right labium and 
Pile-like out-growths on the right Anal margin. 
The left side is not affected. 
was a scar on the right groin with 2 small glands. 
Left inguinal glands were also palpable. On 
the right anal margin there were a few out- 
growths which looked like masses of external 
piles and their mucous surfaces were ulcerated. 
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Just internal to these masses there was a ten- 
dency to stricture formation with a fibrotic feel. 
The same fibrotic feel existed at the entrance of 
the vagina also. No ulceration of the rectum 
was present. The right labium majus was 
slightly hypertrophied. 

Frei test—positive with itching. 

‘Test for granuloma-genito-inguinale and 
Dmeleos test—negative. 

Agglutination for B. dysentery—positive 
for B. Shiga 1 in 20. 

Cervical smear—negative for gonococci. 

Wassermann reaction—negative. 

Stool—No amoebae or cysts. 

Von Pirquet—negative. 


SUMMARY AND CONCLUSIONS 

(1) The later manifestations or sequelae 
of climatic bubo are not uncommon in these 
parts. Routine examination with Frei test of 
all cases of benign stricture of the rectum, 
chronic ulceration of the female genitalia, ele- 
phantiasis of the pudenda etc., may reveal 
greater incidence of this condition than has 
been noted hitherto. 

(2) In case of women the later manifesta- 
tions or sequelae may develop without any 
primary manifestation. 
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(3) The evolution of the complete syn- 
drome or its part is very slow taking months 
or even years. 


(4) The Frei test is a specific one and is 
of great diagnostic value. 


(5) The other venereal diseases such as 
syphilis, gonorrhoea, or soft sore are often found 
associated with this condition and therefore 
this, condition is likely to be missed. Treat- 
ment of co-existent syphilis does not show any 
improvement of this condition. 


(6) The disease is infectious and venercal 
in origin, 

(7) It is more frequent in women in whom 
it is much more serious than in men. 
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OBSERVATIONS ON THE SERUM DIAGNOSIS OF SYPHILIS 


Pari I. 


CHARU C. BOSE 
AND 
HEMENDRA N. CATTERJEE 


[From the Department of Pathology, Carmichael Medical College, Calcutta] 


The very great polymorphism of syphilis, 
the immense variations in its symptomatology 
and not infrequently the total absence of cli- 
nical manifestations have made the clinician 
turn to the laboratory worker for help in diag- 
nosis and treatment of this disease. 

Since the discovery of complement fixation 
test for syphilis and the subsequent introduc- 
tions of various flocculation reactions by differ- 
ent workers many attempts have been made to 
assess their clinical value. 

The most important work in this problem 
has been that of the three serological con- 
ferences held under the auspices of the League 
of Nations in 1928', 1928? and 1931°  res- 
pectively. 

The work of the last two conferences was 
instrumental in dispelling the somewhat implicit 
and almost superstitious faith which the medi- 
cal profession had in the Bordet Wassermann 
Reaction (B. W. R.). The reports show that 
quite an appreciable percentage of cases remain 
undetected by any known method or methods 
of laboratory diagnosis. 

Another important thing which they proved 
was the superiority of some of the newer 
flocculation tests over many of the modifica- 
tions of the complement-fixation test as used 
in these conferences. Thus in the 1928 Con- 
ference the Kahn test and the Miiller’s ‘Bal- 
lungsreaktion’ (M. B. R.) proved to be distinctly 
superior to many of the modifications of the 
B. W. R. and at the same time these floccul- 
ation tests had the advantage of greater 
simplicity. 

The 1931 Conference held at Monte-Video 
confirmed the same findings and here the best 
serological test was found to be that of Kahn 
performed by Kahn himself. Miiller’s 2nd 
modification (M. B. R. II) and Meinickes ‘Kli- 
rungsreaktion’ were also found to be distinctly 
superior to most of the different modifications 
of Bordet-Wassermann reaction, 


All these findings together with the fact that 
B. W. R. was supposed to be a truly non- 
specific reaction made the workers in serology 
somewhat diffident about the ultimate relia- 
ability of the Bordet-Wassermann reaction 
as diagnostic of syphilis. 


The real nature of the Bordet-Wassermann 
reaction was as yet unexplained and the supposed 
unspecific antigens of the cholesterolised normal 
human and bovine hearts were thought to be 
a scientific anomaly and made the serologists 
of those days somewhat diffident about the 
foundation of the serum-diagnosis of syphilis. 


It was in 1930 that Eagle * first gave con- 
vincing experimental details of the basis of 
complement fixation and flocculation reactions 
and have thus placed both these hitherto un- 
explained phenomena on strong _ scientific 
foundation. The role of cholesterol in the 
antigens have also been satisfactorily explained. 
By this time many new experimental facts had 
accumulated and the work of the League of 
Nations, when critically reviewed from the 
point of view of these and other facts—was 
found to contain very serious flaws. 

In this connection it would be interesting 
to quote the serological report presented be- 
fore the Laboratory Section, of the American 
Public Health Association, October 1929.5 


In criticising the work of 1928 League Con- 
ference and comparing their own work with 
the same, the report states :— 


“While the investigations made for the 
Committee on standard methods demonstrate 
the superiority of the complement fixation test 
over the precipitation tests studied, the results 
obtained with complement fixation tests made 
during the League of Nations’ Conference 1928 
were on the whole much less satisfactory than 
flocculation tests. The methods represented 
at the conference, however, do not incorporate 
certain procedures found to ensure the accuracy 
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of results, for example, a prolonged fixation at 
low temperature 7 * and preliminary tests 
on sera from individual guineapigs with rejection 
of unsatisfactory samples prior to the separation 
of the pool, which procedure permits the use of 
a small quantity of complement of fairly uni- 
form activity.” 

What has been said above for the 1928 
Conference can be equally applied to 1931 Con- 
ference because not one of the different modi- 
fications of Bordet-Wassermann reaction that 
were performed in the Conference incorporated 
the above essential features. 

Besides, the undermentioned experimental 
facts ® which are well established and of vital 
importance have not, also, been taken into 
account in the League’s work. 

These are :-— 

(a) Absorption of natural haemolysin by 

means of sheep’s corpuscle. 
11, 12, 

(b) Use of different dilutions of serum 
13,14, 15, instead of different doses 
of corpuscles, complement, antigen. 
or haemolysin. 

Observations under the last heading will 

however be published in another paper. 

With a view to assess the comparative value 
of the Bordet-Wassermann reaction incorpor- 
ating the above vital modifications, and the 
results obtained from the flocculation tests, 
investigations were taken up in hand and the 
present paper records some of our results. 

To co-ordinate the clinical findings with 
the results, the following form was used. The 
form was not, however, seen by the workers 
until the results were independently worked 
out. 


SEROLOGICAL REPORT FORM 
Provisional Clinical 
Any positive sign of acquired syphilis.......... 
Any positive sign of congenital syphilis........ 
Any positive ophthalmological sign.......... 
Presence of any sign suggestive of syphilitic 
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Result of previous serological examination, 


History of specific treatment if done, with 


History of gonorrhea if any, present or old.... 


History of malaria, kala-azar, leprosy ete....... 


Result of Examination. 

The following serological methods have 
been used with modifications, if any, men- 
tioned against them. 

Complement fixation tests 

A. Harrison’s method. 

B. Eagle’s method. 

A. The method of Harrison as described 
by him, '* !° was followed with the 
following modifications. 

(t) Natural haemolysin was removed from 

every serum. 

(2) Every serum was heated for half an 


hour for decomplementation. 

(3) The primary incubation at room 
temperature was replaced by ice-box incubation 
for one hour, * * 

(4) Pooled sera of at least 2-5 guinea-pigs 
were used for complement. ® * 

(5) With the exception of 3 doses of com- 
plement all other details were followed as 
embodied in M. R. C. Report '°, 

B. The method as deseribed by 
Eagle and his antigen which is super-saturat- 
ed with cholesterol and fortified with corn- 
germ-sterol was used. 

The technique described by him was 
followed exactly excepting that it was found 
necessary to titrate the complement owing 
to its extreme variability in this climate and a 
three hours’ cold incubation was used 
instead of 4. 

Rice and Smith *4 obtained good results 
by employing two hours’ cold incubation in- 
stead of four. 

Flocculation reactions 

1. Kahn’s Test as described by R. I. 
Kahn. '* 

2. Meinicke’s—‘Klairungsreaktion IT’; M, 
K. R. II. 20, 21, 22, 23. 


\ 
4 


460 


Both were followed exactly as described 
by thcir respective authors. 

In addition the following methods were 
tried :— 

(1) Miiller’s ‘Ballungsreaktion’ II; M. B. 

(2) Murata reaction. ?. 

The results obtained with the antigens of 
the above tests were at first quite clear cut and 
sharp; but unfortunately these reagents de- 
teriorated so rapidly andthe results became so 
unreliable that they had to be discarded. Our 
attempt was repeated but the same results 
have followed. 

The results have been noted down as 
follows :— 

(1) A strong reaction has been noted 
down as + + + 

(2) A fair reaction has been noted down 
as + 

(8) A weak reaction has been noted down 
as + 

(4) A reaction which is neither definitely 
positive nor definitely negative has been noted 
down as + ie. + and + _ reactions 
signify “that in these cases the question put 
by the clinician to the serologist remains un- 
answered”’?; on the other hand, a + or + 
reaction in a case of treated syphilis should 
be considered as a_ weakly positive 
reaction. 

(5) A negative reaction has been noted 
down as —, 

As the present paper is to be the basis of 
further work in this line, short details of all 
the cases are given in the appendix. 

The following table is prepared from the 
appendix to show the total numbers of differ- 
ent types of reactions from all the cases taken 
together, 


TABLE I 
Total 153 cases 
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Anti- Result 

Name of +++ 4+ + ae — comple- unsatis- 

Tests mentary, factory. 
B. 
Harrison 37 22 Tl 1l 62 nil nil 
(modified) 
Kahn 29 638 6 6 98 nil 
M.K.R. II 28 14 4 5 101 
Eagle 30 8 2 1 102 10 


B. W. R. 
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COMPARATIVE SENSITIVENESS OF THE 
TESTS 


The above table demonstrates that B. W. 
R. (Harrison) as it is performed by us with all 
its modern modifications has been the most 
sensitive serological test. 


Kahn and M. K. R. II stand almost on an 
equal footing and it will be difficult to choose 
between the two. 

The reading of M. K. R. ITI is, however, 
easier and is practically mistake-proof,. 

With Eagle’s test (Complement fixation) 
and Eagle’s antigen we have not been 
able to substantiate the great sensi- 
tiveness claimed by its author * 7 
and by Rice and Smith *4. It has been 
undoubtedly inferior to the other three tests 
and although an advantage might be claimed 
for the elimination of borderland and doubtful 
cases this is somewhat negatived by the fact 
that there is a markedly appreciable number of 
anti-complimentary reactions (10 in 153). 


CoMPARATIVE SPECIFICITY OF THE 
TESTS 


There is much greater difficulty for the 
solution of this problem. A perusal of the 
appendix will show that a negative history 
is of no use in the determination of lues in this 
country. This is specially the case with female 
patients. Persons with indisputable signs of 
syphilis, ophthalmological and clinical, have 
frequently given a negative history and_ the 
serum has shown a fairly or strongly positive 
B.W.R. For the determination of the specificity 
of the tests all the cases have been classified 
under three groups. 

Group I. Cases with positive signs of 
syphilis with or without history of the disease, 


Group ITI. Cases with signs suggestive 
of syphilis. 

Group III. Cases in whom the clini- 
cian has been able to find little or no signs of 
syphilis and has referred them to the laboratory 
for diagnosis. 

Only the group I cases have been taken 
into consideration as no accurate scientific 


conclusion should be based on group IT and 
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group III cases. Unfortunately, however, the 
majority of the cases came under group II and 
group III. Thus out of 153 cases studied (in- 
cluding non-syphilitic cases), 36 cases or 24% 
would he diagnosed clinically and from history 
as definite cases of syphilis whereas laboratory 
diagnosis was positive in 59 cases’ with 
B. W. R. Harrison, 42 with Kahn and M. K. R. 
II each, and 38 with Eagle’s complement 
fixation test. 


Table II gives the different readings with 
all the four tests. 


TaBLeE II 
36 Syphilitic Cases 


NegativeNegative Anticomple- 
Tests or +or+ after Diagno- mentary or 
—Treat- sis otherwise 
B. W. R. ment unsatisfactory. 
Harrison 24 6 2 0 
(modified ) 
Kahn 18 3 3 12 0 
3 3 11 0 
Eagle’s 
complement 15 1 4 14 2 
Fixation 


The above table shows that B. W. R. 
Harrison (as modified) has been the most 
sensitive of all the tests ; but still it has not 
been able to give any indication of the disease 
in 4 cases or in approximately 10% of cases of 
syphilis. 

Kahn’s test has been negative in 12 cases ; 
however, in 2 cases in which the-serum showed 
+B. W. R., Kahn’s test showed +-+ reaction. 
M. K. R. II has_ been negative in 11 cases. In 
two cases in which B. W. R. was +, this test 
gave ++ reaction and in other two cases in 
which B. W. R. was negative, it gave a + 
reaction suggesting a provocative test. Thus 
from the study of known cases of syphilis 
M. K.R. II appears to have been slightly superior 
to Kahn. 

Eagle’s test has been negative in 14 cases 


and anticomplementary in 2 cases ; thus it has 
failed to detect 16 cases out of 36. 


Therefore in our experience the B. W. R. 
(Harrison) withits modern improvements _ has 
been the most sensitive serological test but it has 
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failed to detect syphilis in about 10% of cases. 
In some cases where the B. W. R. has been 
unable to give any true indication, the other 
confirmative tests gave the clue or at least 
suggested provocative tests. 

Therefore, we feel that there is every justi- 
fication for the performance of more than one 
test not only for confirmation but for actual 
detection of the disease, 

Under group II comes a larger number of 
cases and a perusal of the appendix will lead 
to the same conclusion. 


The same observation will apply to cases 
that fall under group ITI. 

We are, however, unwilling to make any 
deductions from group II and group III cases 
and we consider that although they are more 
numerous than group I cases, no scientific con- 
clusion can be derived from them. However, 
a study of the appendix will, indicate how 
varied and polymorphic is the manifestation of 
the disease and in this country quite a large 
number of cases occur where there are no other 
clinical data suggesting syphilis, the only 
indication being the serological tests. 

Our best thanks are due to Dr. N. B. 
Mondal for having carefully performed most 
of the Kahn tests, to Dr. S. K. Basu, Professor 
of Pathology, National Medical Institute for his 
esteemed suggestions and help with books, to 
Dr. N. G. Biswas and Mr. J. C. Sur, for valu- 
able assistance. Lastly we acknowledge our 
indebtedness to the Visiting and House staff 
of the Hospital for their co-operation in carry- 
ing out this work. 


SUMMARY 


1. Sera of 158 cases of the Hospital have 
been studied by means of four serological tests, 
These are 

Complement fixation (1) Harrison (modi- 

fied). 

(2) Eagle. 
(3) Kahn 
(4) M. K. R. II. 

2. In our experience B. W. R. (modified 
Harrison) has been the best test both from point 
of view of sensitivity and specificity. 

3. However it has failed to give any indi- 
cation in 10% of cases. 


Precipitation tests 
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Precipitation test are valuable ad- 


juncts to B. W. R. but they cannot replace it. 


5. 


Of the two tests Kahn and M. K. R. 


II., the latter proved to be slightly better. 


6. Eagle’s test has 
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self a highly sensitive test in our hands. 


has given greater number of anticomplemen- 
tary reaction than that of Harrisons’ modified. 
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THE INDIAN MEDICAL ASSOCIATION 


Fourth Andhra Medical Conference 


We have before us the resolutions adopted 
at the Fourth Andhra Medical Conference and 
also the speech of Major Naidu who presided 
at the Couference. Andhra came into some 
piomincnee in medical circles during the dis- 
cussions of the Indian Medical Council Bill, 
when the omission of the medical faculty of the 
Andhra University from the scope of the Bill 
gave vent to severe criticism, Happily that 
omission will soon be made good, and the 
medical faculty of the young Andhra University 
will rejoice in the recognition accorded it. 
But apart from this point, Andhra seems to 
be a centre of no little thought and activity 
among the Indian medical fraternity found there 
and it is a matter of extreme pleasure to record 
that they have now decided to form them- 
selves into Andhra Medical Associatiun and 
thereafter to seek affiliation with the Indian 
Medical Association, This will make ancthcr 
link im the chain of institutions all over India 
that the Indian Medical Association is rapidly 
forginz. Each link, if it means an addition of 
responsibility, also means accession of 
strength and service and is evidence of the 
growing unity inthe ranks of the medical pro- 
fession in India, 


Something of the energy to be found in 
Andhra medical circles is in evidence in the 
resolutions passed at the last conference. These 
range from matters of local concern to matters 
of wider import and on the whole endorse and 
support the various sugecstions and resoluticns 
made at the All-India Medical Conferences, 
A refreshing feature in many of these resolu- 
tions is that they do not keep from giving 
praise when praise is due and they also display 
a realization of certain important needs. We 
have neither time nor space to eccmment on all 
the resolutions passcd, nor again to pick out all 
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the important ones, but it would, we think, serve 
a useful purpose if we drew attention to those 
which supported the introduction of the five- 
year course for licentiates and again the suyges- 
tion that the medical faculties of Indian Uni- 
versities should afford facilities for licentiates 
to qualify for a University degree in Medicine 
on certain specified conditions, as, indeed, is 
being done by the Madras University. Two 
resolutions which will find general acceptanec, 
but which wil) make little or no difference to 
Whitehall are those which call for the I. M. S. 
examinations for recruitment to be held solely 
in India and for the non-employment of this 
military cadre in the civil medical services, 
and we are also thankful to Andhra for con- 
demning in no mistaken terms the outrageous 
memorandum of the British Medical Associa- 
tion and the evidence tendered by the members 
of the I. M.S. to the Joint Parliamentary Com- 
mittee. The views submitted can cnly be 
characterised as libellous. Yet another resolu- 
tion of no little significance appertains to the 
Indian Research Fund Association, For some 
considerable time this Association has drawn to 
itself no little criticism, both as to its con- 
stitution and management. It would be an 
advantage if the latter were linked up with 
medical schools and colleges or clinical hos- 
pitals. 

Major Naidu, as a former President of the 
Indian Medical Association, needs no introdue- 
tion to our readers. His presidential address 
at the Fourth Andhra Conference was charac- 
teristic—pithy and to the point, his criticism 
being always well directed, fearless and honest. 
There are two points which strike us in his 
address ; (a) the inadequacy of medical educa- 
tion, and (b) the need for rural medical service 
in India. In regard to the former, Major 
Naidu quoted several authorities to show 
that medical education in the West is far from 
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all that it should be. ‘In recent years the un- 
satisfactory state of the medica] curriculum 
has been a topical subject of wide popularity 
both in the medical and in the lay press. No 
one denies that the curriculum is over-crowded 
-.......that students........have learnt a 
vast amount of detail but have failed to ac- 
quire any real grasp of essential principles.” 
(British Medical Journal). This raises a wide 
and vexed question on which we will content 
ourselycs with the remark that the line of ap- 
proach lies in effecting a close relation between 
laboratory and clinical teaching and the res- 
cuing of students from the burden of mere 
minutiz. 

If those are the conditions in the West, 
we in India confess to be still 
further behind and while we would not go to the 
extent of condemning our medical schools and 
teaching as incompetent, we must admit that 
the same criticism holds even to a greater ex- 
tent in our teaching institutions, but the seem- 
ing factor is that we are all cognizant of the 
defects and eager to have them removed, It 
is, indeed, felt that only the want of finance, 
lack of sufficient energy on the part of Govern- 
ment and certain other conditions out of our 
control that keep our teaching institutions from 
attaining a really high standard in comparison 
with other countries. With some of those con- 
ditions, Major Naidu deals with in his speech— 
we are not masters in our own house—-but even 
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he is insistent that so far as it lies in our power 
we shall do every thing to bring about a general 
improvement. It is hoped, though the hope 
is not high, considering its constitutions and 
limitations, that the Indian Medical Council 
will prove an agency for the improvement of 
the standards of Indian medical training gene- 
rally. 


How greatly he bears the rural popula- 
tion at heart, was shown in the scheme which 
Major Naidu propounded at the Indian Medical 
Conference two years ago. At Andhra he re- 
iterated his views briefly. He would appear 
to be just a little disappointed that some of the 
views expressed haye been, perhaps, unneces- 
sarily critical but we can assure’ him 
that the scheme has won widespread support. 
So large and important an undertaking, however, 
requires very close examination. 1t bristles 
with difficulties and it is such a large under- 
taking that it will require considerable time and 
resources to develop. It is, however, not 
one that Indian medical men will lightly throw 
over or lightly condemn, 


If there is an acute critical faculty about 
Major Naidu and if he is sometimes almost 
ruthless on the sabre thrusts at defects,he shows 
also a wide vision and broadness of mind that 
rises above petty prefessional service and coms 
munal jealousies, that come to us as a breath 
of fresh air. 


CURRENT MEDICAL LITERATURE 


MEDICINE 
The Association of Diabetes and Tuberculosis 


H. F. Roor (New Eng. Med.  Jour., 
Dec., 1933 ; Ref. J. A. M. A., April 14, 1934). 
observed that the  ineidenece of active 
tuberculosis in 1,121  diabetie necrop- 
sies was 28.4 per cent. and in 51,705 nondia- 
hetie necropsies 22°9 per cent. Since the asso- 
ciation of the two diseases would be expected 
less than half as frequently as the incidence 
of turberculosis alone, it follows that active 
tuberculosis oecurred in diabetic patients at 
necropsy between two and three times as fre- 
quently as expected. Tuberculous infection 
in diabetie children as shown by skin tests and 
ealeified tracheo-bronchial glands is more com- 
mon than in Massachusetts school children 
and the development of adult type pulmonary 
tubcreulosis in a group of 750 children who 
developed diabetes before the age of 15 years 
was more than thirteen times as frequent as 
among Massachusetts school children. Among 
adolescent diabetic patients who developed the 
disease between the ages of 15.1 to 19.9 years, 
pulmonary tuberculosis occurred sixteen 
times as frequently as among Massachusetts 
high school students. Among 1,373 diabetic 
adults, examined roentgenologically, active 
pulmonary tuberculosis was found in thirty- 
eight cases, or 2.8 per cent. Deaths from pul- 
monary tuberculosis among diabetic persons 
increased from 4.7 per cent of 342 deaths be- 
fore June 1919 to 6.7 per cent of 1,503 deaths 
between Aug., 7, 1922, and Nov. 2, 1931, in- 
spite of the decreasing tuberculosis mortality 
in the community. The factors of familial 
contact, race, occupation, housing, poverty 
and alcoholism do not appear to explain the 
greatly increased incidence of pulmonary tuber- 
culosis in diabetes, 


J.C. B. 


Abscess of Lung with Pleural Effusions 


E. Sercentand M.Isevin (Jour. Thoracic 
Surg., Dec. 1933, Ref. J. A. M. A., April 
14, 1984) point out that the association of a 


lung abscess with a pleural effusion is much 
more serious than previous reports indicate. 
In eleven cases reported by the authors there 
were nine deaths. Five of these were seen after 
a thoracostomy had been performed by others, 
the operation being followed by a more or less 
marked aggravation of symptoms, In only 
two did a thoracostomy suffice to cure the em- 
pyema and the lung abscess at the same time. 
In five cases thoracostomy was unable to effect 
a cure, It produced an amelioration, but the 
abscess continued to develop, leading to death 
at an interval varying from six weeks to eight 
months. From an anatomic point of view these 
cases were characterized by a pleural pocket 
of small dimensions and from a clinical stand- 
point they took the form of a chronic pleural 
fistula with progressive impairment of general 
health. In four cases thoracostomy led to a 
veritable catastrophe ; the abscess had been 
crowded into the depths by a considerable 
pneumothorax. The pleural pocket was then of 
large dimensions and the clinical picture one of 
a pleural suppuration persisting in spite of good 
pleural drainage. All the patients died in from 
six days to six weeks. Treatment depends on 
the difficulty of recognizing the existence and 
situation of the abscess and the frequent multi- 
plicity of pus pockets, pleural as well as pul- 
monary. In encapsulated pleural effusions ; the 
relatively slow impairment of general health 
after thoracostomy leaves time to locate and 
open successively residual pulmonary or pleural 
pockets. In diffuse effusions the situation 
after thoracostomy becomes alarming so rapidly 
that subsequent operations are of considerable 
gravity. Treatment should be aimed toward 
prevention by unearthing an abscess under the 


purulent pleurisy that masks it and by draining 


it after the effusion becomes encapsulated, 
J. C. B. 


Treatment of Pulmonary Abscess 


R. H. Overnortr (Jour. Thoracic Surg., 
Dec.1938; Ref.J.A.M.A. April 14, 19384) 
applied clinically the principle of peripheral 
lung fixation regional, extrapleural 
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compression Over an abscess area in 
three cases. Each patient bad pulmonary 
suppuration to a sufficient degree to be wholly 
incapacitated and bedridden for a large part of 
the time. All were treated without the neces- 
sity of lung cauterization and external drain- 
age. All patients were hospitalized a compara- 
tively short period of time. In each case a 
sufficient period has elapsed since operation 
without recurrence of symptoms to warrant a 
preliminary report. The longest period of hos- 
pitalization for investigation and operation 
was five weeks, All patients were discharged 
with an intact thoracic wall and with their, 
cough and expectoration reduced to minimal 
amounts. Follow-up studies have shown that 
continued and satisfactory improvement occur- 
red in all, with disappearance of practically all 
symptoms. A sufficient length of time has 
elapsed to indicate permanence of the results. 
In the slection of cases for regional thoracop- 
lasty, the necessity of ruling out foreign body 
and bronchiectasis has been emphasized. It is 
also important to demonstrate the adequacy 
of internal drainage. The choice of regional 
thoracoplasty in the surgical management of 
pulmonary abscess need not necessarily be 
limited, however, on account of uncertainty as 
to bronchial drainage. The formation of pleural 
adhesions and the collapse procedure can be 
carried out and, if there is failure to cure, cau- 
terization of the underlying lung can be resorted 
to later and external drainage provided. In 
other words, aless serious and less radical type 
of operation is proposed for surgically treating 
lung abscess, which may be sufficient to effect 
a cure. 


J.C. B. 


Factor of Hypoglycemia in Etiology of 
Idiopathic Epilepsy 


R. L. H. Mincuin (Jour. Mental Science ; 
Oct. 1933; Ref. J. A. M. A., April 14, 1934.) 
investigated the blood sugar values of a 
series of epileptic patients in order to find 
whether hypoglycemia might not be the 
causative factor in idiopathie epilepsy. The 
author observed that epilepsy is associated 
with a low fasting blood sugar. The dextrose 


tolerance curve in epilepsy shows that the 
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islets of Langerhans are overactive. Drugs 
that are beneficial in epilepsy raise the blood 
sugar level (except bromides, which reduce the 
irritability of the cerebral cortex). In the 
post convulsive phase of epilepsy the immunity 
from fits is associated with raised blood sugar. 
Variations in the balance of the autonomic 
nervous system have little influence on the in- 
cidence of fits. Natural recovery from cpi- 
lepsy is associated with the onset of hypo- 
insulinism. 


SURGERY 


The Pathology, Diagnosis, and Treatment 
of Suppuration of the Maxillary Antrum 


Davis (Med. World, May 4, °34) states 
that there are two chief causes of suppuration 
of the maxillary antrum. One is of dental 
origin and the other is nasal and the latter is 
by far the commonest, the cause lying within 
the nose. Pneumococcal and streptococcal 
infections diagnosed as influenzal colds, and 
chronic nasal obstruction with the consequent 
retention of mucus and attacks of cattarrh, are 
examples of causes of nasal origin. The other 
cause of antral empyema is due to suppura- 
tion in connection with the teeth and is of dental 
origin. The writer reports that of 101 cases 
of antral suppuration collected by him during 
1912 and part of 1913 only 12 were of dental 
origin; the remainder were all duc to nasal 
causes, 


The antral empyema of dental origin can 
be distinguished from that of nasal origin by 
four distinct points of difference. They are 
the following :— 


(1) The presence of, or a history of sup- 
puration in connection with the upper molar 
teeth decides in favour of dental origin. 


(2) Suppuration of dental origin is limited 
to the antrum and is unilateral, with the absence 
of other sinus suppuration,. 


(3) The dental antrum contains greyish, 
foul pus, smelling strongly of bacillus Coli, 
with a sandy deposit, while pus from a nasal 
antrum is creamy, stringy mucus of musty 
odour. 
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(4) Skiagrams of the root of the teeth 
will sometimes show the extension of disease 
to the antrum. 


In the acute cases of antral suppuration, 
the patient complains of pain in the upper 
teeth which he cannot localize to any particular 
tooth, the cheek over the antrum is tender, 
there is a temporal headache on the same side 
with malaise, and perhaps a raised temperature. 


In the cases of chronic suppuration, pain 
and tenderness may be entirely absent and the 
only complaint is an offensive discharge from 
the nostril on stooping down. On looking into 
the nose, pus will be seen streaming from the 
middle meatus below the middle turbinal, 
which is usually oedematous. The _ positive 
proof is puncture of the antrum with the trocar 
passed through the nose, and the character of 
the pus obtained gives a good idea of the state 
of suppuration. 


Before procceding to deal with the differ- 
ent methods adopted to treat the cases the 
applied anatomy of the antrum and the patho- 
logy inthis connection ought to be considered, 
The antrumis a pyramidal shaped cavity withthe 
apex of the pyramid directed to the malar 
bone and the base of the pyramid forms the 
outer wall of the nose. In the anterior portion 
of the antrum there is one depression which 
lies well below the floor of the nose and cannot 
adequately be drained, when the patient is 
erect by the usual large permanent opening 
made into the nose ; but fortunately, when the 
patientis lying down at night, and if the ciliated 
epithelial lining of the antrum is not badly 
damaged drainage is good. The lining of the 
antrum is muco-periosteum with a ciliated 
epithelium which waves on towards the upper 
part of the antrum to its ostium and away 
from the alveolus. It is thus seen how im- 
portant is the preservation of the mucous mem- 
brane to maintain good drainage and a healthy 
antrum, The destruction of the mucosa leads 
to prolonged suppuration and so osteo-myelitis 
and periostitis of the maxilla often follow 
curetting and scraping of the antrum. 


Several types of operation are described 
by the writer for the effective drainage of the 
pus collected in the antrum. They are (1) 
the radical antral operation (2) the intranasal 
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operation and the oldest method (3) the alveolar 
puncture. 


The radical antral operation consists of a 
large opening made in the cheek sulcus and 
through the canine fossa and also into the 
nose. Through this opening a portion of the 
antro-nasal wall is removed to make a large 
and permanent opening into the inferior meatus 
of the nose. The opening in the canine fossa 
to the outerside of and above the roots of the 
teeth is allowed to close immediately. 


The intra-nasal operation is done from 
within the nostril, and is used more in cases in 
which the antrum is a cess pool rather than the 
seat of the disease and in cases of mild catarrhal 
suppuration, 


To cause an alveolar puncture a spear- 
head drill is used to make a hole into the antrum 
through the socket of one of the buccal roots 
of the three upper molars. Though this methcd 
of operation is the simplest one still in actual 
practice the result is disappointing because the 
mucosa at the antral orifice of the puncture 
becomes oedematous and forms a ball valve ; 
the cilia of the mucosa also wave towards the 
upper part of the antrum hindering the flow 
downwards to a certain extent, besides, the 
drain is like the neck of an inverted bottle and 
reinfection of the antrum occurs from the mouth. 


In cases of recent antrum suppuration of 
dental origin the extraction of the offending 
tooth followed by syringing of the antrum with 
a trocar passed through the nose once a day for 
two days and then at longer intervals with 
weak mild lotions such as boric or normal saline 
has been found generally to effect a cure. 
Radical antral operation is indicated only 
when this method fails after six syringings and 
in more chronic cases. 

In cases of antrum suppuration of nasal 
origin the intranasal operation is the operation 
of choice. In cases of its failure radical opera- 
tion is resorted to. But it should always be 
remembered that an antral] empyema of nasal 
origin does not heal anything like so quickly 
and this feature is a distinguishing sign between 
dental and nasal antral empyemata. 

In conclusion, the writer draws our atten- 
tion to the fact, that it is quite easy to mistake a 
discharging sinus of the gum in the molar 
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region arising from a large dental cyst for that 
of antral empyema. The patient with a dental 
cyst usually comes complaining of a discharg- 
ing sinus of the gum in the upper molar region 
which has persisted after the extraction of a 
tooth. A probe when passed disappears for 
1 in. to 1} in. and it is thought that it must 
be in the antrum ; but if the sinus is syringed 
no lotion passes into the nose, and this is a de- 
finite proof that the cavity is not the antrum 
and is shut off from it. Cysts of this des- 
cription which encroaches on the antrum should 
be treated by an operation similar to the radical 
one draining the antrum. Smaller cysts in 
connection with the bicuspids, canine, and in- 
cisors which do not encroach on the antrum 
are treated by the removal of the whole of the 
outer wall with no overhanging edges and care 
should be taken not to open the nose. A 
mouth-wash is used to keep the wound clean and 
is all that is required. Packing is unneces- 
sary. 


A. &. 


The Surgical Tonsil and its Role 
as a Focus of Infection 


B. C. Marantz, (Med. Times, vol. 62. 
No. 4) describes the diseased tonsil as the insti- 
gator of many human ailments of every-day 
occurrence vizZ., rheumatic manifestations, 
headaches, sinus involvements, intra-thoracic 
adenitis, mental disturbances, general toxemia, 
under-weight, under-nourishment, enuresis and 
chronic cervical adenitis. Locally it is the 
cause of frequent attacks of quinsy in adults 
and tonsillitis and sore-throat both in adults 
and children. 


When achronic focal infectionis allowed 
to continue the germs of low virulence penetrate 
the deeper layers of the epithelial cells, enter 
the lymphatic vessels and are carried far and 
wide infecting the joints and other parts of the 
body. The writer, here, refers to the researches 
of Rosenow who proved the selective affinity 
of different strains of the same bacteria for 
particular tissues. It has been found that 
strains of streptococci from the mouth or ton- 
sils of persons suffering from rheumatism or 
myositis or ulcers of the stomach when injected 
in the animals produced the same affections as 
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they were in the different cases. This, most 
probably, accounts for the successful treatment 
of the secondary involvements on the careful 
diagnosis and eradication of the source of focal 
sepsis. It has been the experience of many 
practitioners that patients, especially children, 
with septic tonsils and with a secondary infec- 
tion in the glands or elsewhere completely 
recover after the removal of the primary focus, 
the septic tonsil or the adenoid. 


During the examination of the throat the 
tonsil may appear either hypertrophied, of small 
size divided by bands of fibrous tissue and 
widely opened crypts filled with cheesy material 
or may remain hidden behind the anterior 
pillars of the fauces either small or as big as a 
fair sized plum. It is hardly possible to say 
‘anything correctly regarding the _ infective 
condition of the tonsils merely from a sight of 
them as the hypertrophied one may be some- 
time innocent whereas pus may gush out from 
a small one when expressed with forceps. It is 
only a history of tonsillitis preceding or accom- 
panying a secondary involvement which helps 
the diagnosis and gives the indication for its 
removal. H. H. Lott has found out a new 
diagnostic clue of particular interest in con- 
nection with rheumatic affection. He states 
that there are two distinct types of redness of 
the anterior pillar; in one there is a narrow, 
sharply limited very dark red zone, which is 
typical of an infective tonsillar focus (predo- 
minantly streptococcal) ; in the second type the 
zone of redness is broader and pale, with no 
perceptible definite border, the predominating 
organism being often the staphylococci. In the 
former the removal ofthe tonsil gives good 
result in cases of arthritis, neuritis and the like. 
The latter is diagnostic of a tonsillar infective 
focus where tonsillectomy may be indicated for 
purely local reasons. 


The writer, next, gives the report of several 
cases treated by him. In two children who 
had apparently healthy tonsils thick pus came 
out of these on expression with forceps in his 
attempts to remove them. In one adult who 
was laid up with articular rheumatism for al- 
most six weeks complete recovery was achieved 
on the removal of his tonsils. 


The doctor, however, advises the operation 


to be performed at two sittings and removing 
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the tonsils one by one without confining the 
patient to bed for any length of time. He, 
further, strongly and adversely criticises the 
efficacy of electrocoagulation of tonsils as a 
remedy. He cites several cases to show the 
recurrence of the affection when the method of 
electrocoagulation is practised. In his words 
it is impractical, inefficient and should not be 
used in any case, including the so-called*‘ bad 
risk”’, 

A. N. R. 


Relationship between Anatomic Changes 
in Knee-Joint with Advancing age 
and Degenerative Arthritis 


C. S. Keerer and his associates (Arch. 
Int. Med. No. 8, March 1934) have carried on 
systematic study of gross anatomic changes in 
one hundred knee joints from consecutive auto- 
psies and have observed the following facts : 

(1) Anatomic changes in the knee joint 
were more frequently seen with increasing age. 
The median facet of the articular surface of the 
patella was the commonest site of erosion (in 
81% of cases), because of its frequent impact 
against the femur during walking. 

(2) The interpatellar groove of the femur 
was the next frequent site of erosion (in 65% 
cases). 

(3) Next in order of frequency were the 
following sites : 

(a) Lateral articular surface of tibia (64%) 
(b) median articular surface of tibia (55%) ; 
(c) median (43%) and (d) lateral condyles of the 
femur (36%). 

The authors have made a wide review 
of the literature regarding the causative factors 
of such changes and they are led to conclude as 
follows : 

(1) The changes observed in the knee joints 
with increasing age are exactly the same as 
those seen in degenerative arthritis. 

(2) Degenerative arthritis is probably due 
to the aging of the tissues of the joints. 

(3) The changes in males and females are 
identical and symptoms bear no relation to the 
extent of anatomic changes in the joints. 

(4) Various other factors in addition to 
the process of involution, e.g. wear and tear of 
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movement, abnormal stress and strain on the 
joint surface, trauma, haemorrhage, occupation 
and static deformitits, may contribute to the 


degenerative changes in the joints. 
J. C. B. 


Granuloma Inguinale & Lympho- 
Granuloma Inguinale 


(Med. Surg. Suggest., Ref. J. A. M. 
A. 1934, cii, 560), 


Confusion is often apprehended and really 
sometimes arises between granuloma inguinale 


and lymphogranuloma inguinale owing to the 


similarity in their names and both being classed 
as venereal diseases. Further, both of them 
occur in the human body near about the same 
place, the genitalia. Inspite of these they are 
quite dissimilar. 


Granuloma inguinale is really a disease 
of the skin, It spreads by the contiguity of 
tissue from the genitalia to the inside of the 
thigh and never by the lymphatic channel nor 
the lymph nodes are affected. The appearance 
is that of a beefy red, generally somewhat 
raised, rather rugose moist proliferation, of the 
tissues. The constitutional symptoms, in this 
connection, are rarely any. The prognosis is 
not so hopeful as they have been found to recur 
after even vigorous treatment. 


Lympho-granuloma inguinale, however, 
attracts our attention first by the appearance 
of a papule, a pustule or urethritis. It spreads 
by the lymphatics and the nodes are affected. 
A chain of these nodes fuse together in a mass 
and the process may break down with a number 
of fistulous openings. The constitutional symp- 
toms are, malaise, loss of appetite, rheumatic 
symptoms, eruptions on the skin and rise of 
temperature which may continue for several 
days. Fresh attacks of the nodes are attended 
with exacerbation of these. As the lymphaties 
draining the regions about the genitalia pass 
to the nodes around the lower part of the rectum 
in the females, the complication of stricture 
of the rectum following the inflammation of the 
nodes is sometimes seen to occur before the 
treatment is begun. Otherwise, the prognosis 
is good as they yield to treatment without any 
recurrence of the condition. 
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The remedy for both of these troublesome 
maladies is found in pot. antim. tart. one per 
cent. solution of which is injected intravenously 
twice a week. To begin with, 3 c.c. of the 
solution with 7 c.c. of saline is first administered 
and the dose is increased by 1 ¢.c. each time up 
to 10 ¢.c. and this may be continued for 10 to 
15 injections, the kidney being watched all 
along for irritation. Recently a new antimony 
preparation, Fouadin, has been placed on the 
market. The injection is given intramuscularly 
begining with 2 c.c. up to 5 c.c. each time, 
twice weekly. The total quantity of the drug 
required is 40 to 45 c.e. 


In lymphogranuloma inguinale minor sur- 
gical operations may be necessary to open the 
necrosing lymph nodes or to remove them par- 
tially or totally. 

A. N. R. 


A New Operation for the Cure of Ascites 


F. C. Fraser, (Ind. Med. Gaz., Feb. ’84) 
draws the attention of the surgical world to a 
novel operation performed by him to cure an 
intractable case of ascites. The patient 3} 
years old developed ascites as the result of por- 
tal cirrhosis and looked like ‘“‘an enormous barrel 
from which the puny limbs projected _ like 
sticks”. The paracentesis was performed for 
no less than 25 times and all possible medical 
aids were tried. The condition, however, per- 
sisted thwarting all attempts to remove it. 
The surgeon, at last, having the radical cure for 
hydrocele in mind opened the abdomen from just 
above the pubes to well above the umbilicus 
and stripped off the parietal peritoneum nearly 
to its reflection on to the ascending and descend- 
ing colon with the help of a guage swabbing the 
bleeding parts with saline solution. Next, he 
closed the wound by a continuous suture with 
silkworm gut without any arrangement for the 
drain. The union was an uneventful one and 
the size of the abdomen began to decrease 
steadily. Curiously enough, a network of veins 
soon appeared on the thorax and a portal- 
systemic anastomosis was established. In the 


course of two months the child looked normal 
and happy. 


Dr. Fraser with an eye to the evil after- 
effect of intestinal obstruction from adhesion 
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points out that the possibility of a fairly com- 
fortable life for some years in cases of a tuber- 
cular peritonitis with hopelessly matted intes- 
tines justifies this hazardous step in the treat- 
ment of an intractable case of ascites. 


A. N. R. 


The Surgical Management of Bila- 
teral Nephrolithiasis 


F. P. Twinem, of New York Hospital 
(Amer. Jour. Surg. vol. xxiv, No. 1.) considers 
the incidence of renal calculi which are bilateral 
to be 12—14 per cent. as the average figure. It 
has been almost always found that stone 
formation in the second kidney does not begin 
till the other is infected. So, the best way to 


. prevent the formation of stone in the opposite 


kidney is early removal of the original calculus. 

The indications for surgical intervention 
are great pain, anuria, infection with fever and 
severe haemorrhage. The operation may be 
done on both the kidneys at once or at separate 
times with a considerable intervening period. 
But the most important thing to be decided upon 
is where the bilateral operation is advisable. 
The writer is of opinion that this should be done 
only in early cases, in young subjects and in 
uninfected cases. 

In the cases where the kidneys are to be 
operated upon one at a time, generally the 
better kidney is subjected to operation first, 
but when the pathological condition of one kid- 
ney is an immediate menace to life deviation 
is made from this general rule. The question 
is again to be settled in cases of multiple un- 
ilateral calculi and multiple bilateral calculi. 
In the first circumstance, the single calculus 
should be at once removed if it be in the renal 
pelvis, as it may at any time cause blockage 
and possibly anuria. If the single stone is in 
the renal parenchyma the other side may be 
operated upon. Where operation is indicat- 
ed, on both sides the kidney with the single 
stone should be attacked first, unless a stone 
on the opposite side is causing acute symptoms 
or acute pyonephrosis is present. 

In the second circumstance, most careful 
examination and the best surgical judgment is 
required. Whether or not one should operate 
will depend upon the size, number, location 
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of the stones, the renal function, the age and 
the general physical condition of the patient. 
Where the calculi on both sides are large and 
renal function low the wise course is not to re- 
sort to operation as the damage caused by the 
nephrotomy would often be greater than that 
caused by the continued presence of renal cal- 
euli. 

A. N. R. 


Surgical Tuberulosis of the Kidney 


E. Lewis, writes (Med. 
World, March 2, 1934,) that the presence of 
pus in an acid urine which is sterile on culture 
may almost be said to be diagnostic of urinary 
tuberculosis. Of course, the diagnosis is to be 
confirmed by identification of tubercle bacilli 
in urine, the pus being present. For this, differ- 
ent specimens of urine collected at different 
times are to be examined as the detection is 
not an easy task. 


It is said that the infection is haemato- 
genous and the seat of primary focus is tha 
medullary portion of the kidney whence it 
spreads into the pelvis and next down the ure- 
ter to the bladder. The tubercles in the pyra- 
mids break down and caseate and lastly liquify 
causing a series of ragged cavities in the me- 
dulla. The ends of the ureter become infil- 
trated and gradually sclerosed and contracted, 
in consequence of which we have a picture of 
hydronephrosis. Tuberecles and ulcers also 
appear in the vesical mucous membrane giving 
‘rise to intense irritation. 


The disease is seen to occur between the 
ages of twenty and thirty and is very rare am- 
ong children or elderly people. Remissions and 
exacerbations occur and the illness may last 
for ten or twenty years. First, the irritability 
of the bladder draws the attention of ‘the 
patient. Frequency of micturition, the call 
-being urgent, hypogastric and perineal pain 
or discomfort while voiding urine are the pro- 
minent clinical features. These symptoms when 
persistent in a young subject ought to be tho- 
roughly investigated. Renal pain is seldom 
complained of. The diseased kidney can be 
hardly palpated owing to its little change of 
size and shape in the early stage and as also 
later on, it does not come down with inspira- 
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tion due to the adhesions formed. On the other 
hand, the healthy one gets hypertrophied due 
to compensatory work and can be easily pal- 
pated. And it is also this kidney that aches 
sometimes and is tender on palpation. 


The proper treatment in the case of uni- 
lateral affection when the definite contra- 
indication of advanced pulmonary tuberculosis 
is absent and when the patient can stand oper- 
ation, is nephrectomy. The writer says that in 
a large percentage of cases the result is a cure. 
He, however, sounds a note of warning here 
that a kidney inan early case may look perfectly 
normal when delivered during the operation. 
Hence, it should not be cut open for inspection 
before it is removed as it has been known to 
cause miliary dissemination and tuberculous 
infection of the wound. The diagnosis ought 
to be definitely established before the operation 
is undertaken. 


The lesions in the bladder, usually heal 
after nephrectomy, without any other treat- 
ment. But when they are persistently painful 
and troublesome sedatives are to be adminis- 
tered both orally and by rectal and_ vaginal 
suppositories. A mild antiseptic, such as, 
methyline blue gr. 1.in pill or oil santali m.x 
may be given thrice daily. If the discomfort 
still continues attempts may be made _ to 
relieve it by the instillation of a few c.c. of 
Gomanol or of Collarge! 2 p.c. daily or every 
other day, but the bladder should not be 
irrigated, and it is in these eases that 
Tuberculin sometimes has a good effect. 


When the disease is bilateral surgical 
operation is out of the question and the treat- 
ment recommended is to rely on good climate, 
heliotherapy and the usual medicines. 


A. 
Benign Strictures of the Rectum 


L. E. C. Norsury (Med. Surgi. Suggest., 
Ref. Lancet 1933, ii 1418) deals with the benign 
strictures of the rectum, their varieties according 
to different causes and their treatment. They 
are in short as follow :— 


(1) Congenital strictures, Operation in 
these cases in early life are often followed by 
the formation of marked strictures, 
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(2) Organic or fibrous strictures. This — 
form of stricture follows any injury, accidental 
or sustained during labour, of the rectum or 
anal canal. Post-operative fibous strictures 
also follow Whitehead’s operation and the like 
for the removal of the internal piles. 


Females with gonorrhoeal affection are seen 
to suffer from proctitis due to direct extension 
from the genital passage. 


In lympho-granuloma _ strictures often 
follow the inflammation of lymph nodes around 
the lower part of the rectum unless vigorous 
treatment is promptly begun. 


When internal piles are inflammed or 
sloughing takes place there firbosis and cica- 
tricial contraction may follow. 


Dysentery is very rarely found to cause 
stricture of the rectum. 


Pelvie cellulitis and radium treatment of 
uterine affection often cause peri-rectal in- 
flammation followed by stricture. 


Palliative treatment should be begun as 
early as possible. Rapid or intermittent dila- 
tation of the stricture with metal or soft rubber 
bougies should be tried with great caution. 

Operation :—Internal proctotomy is done 
in case of small annular strictures. The 
stricture is divided partly in several places 
guided by the finger in the posterior or postero- 
lateral direction. This should be followed by 
gradual dilatation for several weeks. 


External proctotomy is suitable for cylin- 
drical or funnel shaped strictures within 3 or 4 
inches of the anus. In this not only the stric- 
ture but also the rectal wall, the anus and the 
overlying tissues are divided. 


Good result is sometime obtained by the 
excision of the strictured portion of the rectum. 
This is done by dissecting off the mucus mem- 
brane and dividing the bowel wall well above the 
sphincter. Next, the strictured portion is re- 
moved and an end to end anastomosis of the 
divided bowels is done or the ecut-end of the 
rectum is brought down through the sphincter 
and sutured to the anal skin. For perirectal 


drainage a counter-opening may be made in 
one or both of the ischiorectal fossae. 
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Temporary colostomy is sometimes resorted 
to to divert the passage of the foeces till the 
ulcerated mucus membrane of the rectal wall 
heals and the dilatation is completed. 


Permanent colostomy is done in extreme 
cases. 


The use of galvanic currents by putting a 
metal bulb in the rectum, the negative pole 
being attached to it is said to favour absorp- 
tion of fibrous tissue. 


A. N. R. 
PATHOLOGY & BACTERIOLOGY 


Microscopic Demonstration of Acid-Fast Bacilli 
in Tuberculous Filtrates 


FE. L. WALKER and M. A. SWEENEY (Jour. 
Infect. Dis. Vol, 54, No. 2,192, 1934) summarise 
their experimental observation as follows : 


The claims of Fontes, Vaudremer, Cal- 
mette and many others that an atypical infec- 
tion of guinea-pigs may result from inoculation 
with filtrates of tuberculous material through 
supposedly bacteria proof filters have been 
substantiated. 


The frequent passage of a few acid-fast 
bacilli through all types and grades of filters 
used by these investigators has been demon- 
strated by microscopic examination of stained 
smears of centrifuge precipitates of the fil- 
trates. 


By inoculation with tuberculous filtrates 
which were proved microscopically to contain 
a few tubercle bacilli, they produced the 
atypical nonprogressive infections ascribed 
to the “ultravirus’’. 

The frequent passage of a few tubercle 
bacilli through bacterial filters would account 
for all of the phenomena consequent to inocul- 
ation with tuberculous filtrates without invok- 
ing the existence of Calmette’s tuberculous 
ultravirus, 


The microscopic demonstration of the 
passage of tubercle bacilli through supposedly 
bacteria proof filters creates presumptive evi- 
dence that other bacteria may also pass filters, 
evidence that will have to be taken into con- 


' 


sideration in every claim for filtrable forms of 
other micro-organisms. 


J. C. B. 


OBSTETRICS & GYNAECOLOGY 


On the Menstrual Cycle in Endometrioid 
Heterotopia 

J. J. Cuyprenus (Finska Lak, Handlingar 
75: 211-224, 1933). describes three cases of 
endometrioid heterotopia. The first case occurred 
in a woman of fortyseven years previously 
operated on for uterine myoma. Two years 
later a tumor in the 1ight inguinal region was 
found which became tender during menstrua- 
tion. It was removed, but a fistula remained 
discharging blood at each menstrual period. 
A second operation showed a remnant of 
tumor, the size of a walnut, at the external 
opening of the inguinal canal and adherent to 
the os pubis. Microscopie examination showed 
an inguinal endometriosis. 


The second case occurred in a woman of 
thirty-three years of age. Six months after 
operation for bilateral ovarian hematoma she 
suffered a violent vaginal hemorrhage. In the 
posterior fornix was a purplish spot the size 
of a finger nail, with an opening from which 
blood escaped. Microscopically this also was an 
endometrioma. 


The third case occurred in a woman of 
thirty-six years, who observed blood in the 
feces during menstruation and had severe pain 
in the rectum. Radiation treatment was 
followed by amenorrhea lasting for eight months, 
during which period she felt subjectively well. 
The following autumn she again suffered severe 
pain in the rectum, in which an ulceration 2 
cm. in diameter was discovered. Biopsy re- 
vealed an endometriosis of the rectovaginal 
septum. 


G. M. 


Ectopic Chorionepithelioma gene- 
rating in Nullipara 


K. Mizuno. (Jap. J. Obst. & Gynec., 
15: 258-261, 1932)., reports a case of ectopic 
chorionepithelioma in a _ twenty-one-year-old 
woman who was examined because of conti- 
nuous bleeding for twenty-five days, begining 
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with the onset of the last period. With the 
diagnosis of retroflexed myomatous uterus 
a supravaginal hysterectomy was done and 
the corpus was found to have several dark 
red nodules on the posterior wall. The overly- 
ing endometrium was swollen but otherwise nor- 
mal, while the myometrium was invaded by 
syncytial and Langhans cells. The lungs re- 
vealed numerous shadows on both sides ; and 
the Aschheim-Zondek test remained positive 
with 0.01 ¢.c. of urine up to twenty-eight days 
after the operation, when the patient died. 


(The author evidently believes pregnancy 
excluded in this case, but no microscopic 
evidence is given concerning the endometrium 


or the ovaries). 
G. M. 


Ectopic Chrorionepithelioma ; Report 
of a case in which the Lesion was 
situated in the Jejunum 


Joun B. Sears., (Ann. Surg., 87; 
910-919, 1933.) reports the case of a thirty- 
two-year-old woman who entered the hospital 
complaining of weakness of three months’ 
duration and tarry stools for six days. Lapa- 
rotomy disclosed a mass about 6 cm. in dia- 
meter, protruding from the left lobe of the liver, 
and a smaller mass situated in the wall of the 
small intestine about 4 feet below the ligament 
of Treitz. The patient died one. month after 
resection of the intestinal tumor and the taking 
of a biopsy specimen from the liver. Post- 
mortem examination was limited to the pelvic 
organs. On the surface of one ovary was a 
raised, solid, red tumor about 1 cm. in diameter. 
The uterus and other ovary were normal. 
Histologic study of the tumors from the jeju- 
num, liver, and ovary showed them to contain 
syncytial and Langhan’s cells, the growths 
being typical chorionepitheliomas. 

G. M. 


Freund’s Skin Reaction for the 
Diagnosis of Cancer 
Jos. CHotewa and S. CEernetc. (Wien. 
klin. Wehnschr. 46 : 1072-1074, 1933)., recorded 


their observation as follows: This reaction is 
based on the belief of Freund and Kaminer 
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that the blood of noncancerous persons contains 
an agent which is able to destroy the cancer 
cell, and that in malignant disease and preg- 
nancy this substance is not present. The 
serum of patients with carcinoma will not dis- 
solve carcinoma cells, and that of patients with 
sarcona, is powerless against the sarcoma cell ; 
furthermore, each will. protect its correspond- 
ing tumor cell against attack by normal serum, 
but at the same time it is possible not only to 
distinguish normal serum from that of malig- 
nant disease, but to discriminate between serum 
from patients with carcinoma and serum from 
those with sarcoma. 


The source of these agents, said to be parti- 
cularly abundant in the youthful thymus, is 
the intestine, where they occur, according to 
Freund, in consequence of changes in its flora. 
Chemically, they are fatty acids. 


In carrying out the test, a solution of crys- 
tallized “carcinoma fatty acid’ was injected 
into the skin of 15 patients with carcinoma and 
27 controls. All the former group reacted 
positively with a hard, sharply defined nodule 
about the size of a lentil, even two patients with 
non-metastasizing cancer of the skin. Of the 
controls, two gave a definitely positive reaction 
—a patient with diabetes, and one with maras- 
mus, which may have been due to an unrecog- 
nized carcinoma. Freund himself found posi- 
tive reactions uniformly in7 patients with can- 
cer, and a negative or an uncharacteristic 
reaction in controls that were free of carcinoma, 
while Marangos obtained a positive reaction 
in each one of 23 cancer patients as well as in 
3 out of 17 controls. 


The authors emphasize the statement that 
patients with sarcoma do not react to this 
“carcinoma fatty acid.” 

G. M. 


RADIOLOGY & ELECTROTHERAPEUTICS 
Reaction of Tissues to the Applica- 
tion of Radium 


Burton T. Simpson, (Candian M. A. J., 


27: 612-615. 1932). observes the 


intracellular effects of irradiation of epithelial 
cells include enormous swelling of the nucleus 
with hyperchromatism, 


In embryonal tumors, 
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especially lymphoid tumors, the nucleus under- 
goes pyknosis and karyorrhexis, and finally 
breaks down into a granular detritus. 
lasmic changes are less evident. In the more 
sensitive, immature forms, hydrops occurs, 
with swelling of the cytoplasm and death of 
the cell. However, cells may recover from 
nuclear damage, as is evidenced by the recur- 
rence of tumor growth afte radiation. 


Protop- 


The relation between the presence of mitosis 
and the effect of radiation upon cells under- 
going this change is of much interest. The 
practice of using divided doses in the treatment 
of growing tumors is based in part upon the 
supposition that dividing cells are more 
vulnerable than resting cells. In general the 
influence of radium is exhibited in three 
marked respectively by 
diminution of normal mitosis, the appearance 
of atypical mitosis, and cessation of mitosis. 
Some authorities believe that the pre-mitotic 
stage is particularly sensitive, and that radia- 
tion acts by preventing the cell from entering 
the mitotic stage. 


One of the earliest extracellular effects of 
radiation is the initial hyperemia. This is due 
to vasodilatation and is accompanied by exudate 
of serum and leukocytes and, in some cases, of 
red blood cells. Mobilization of lymphocytes 
is an early constant phenomenon. Swelling and 
mucinous degeneration take place in the con- 
nective-tissue fibrils. The endothelium of the 
capillaries becomes swollen, with consequent 
occlusion and often rupture. This is a picture 
of inflammation, but is aspecific set of reactions 
due to the damage caused by the physical agent. 
Reparative processes come into play, and gra- 
nulations with supple fibrosis are the end result. 


While hard x-rays and gamma rays ap- 
proximate each other in activity, it is probable 
that radium has a more selective action upon 
the cell, and the Roentgen rays have their great- 
est effect upon the extracellular tissues. 


The more mature and differentiated a cell 
is, the more restistant it is to radiation. Em- 
bryonic and immature cells are usually radio- 
sensitive. Rapidly growing cells are especially 
sensitive, probably because they are in a state 
of delicate equilibrium and easily thrown out 
of balance, 
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Certain tumors respond readily to radia- 
tion. Malignant lymphomata melt away under 
this influence ; adenocarcinomata are radiore- 
sistant. Basal cell carcinoma is considered 
radiosensitive ; squamous carcinoma is_ rela- 
tively radioresistant. 


The location of the tumor has much to do 
with its behaviour under radiation. Metas- 
tatic carcinoma in bone often ‘proves more 
sensitive to radiation than the primary tumor. 
Vascular and cellular tissues respond readily 
with exudation, leukocytosis, and granulation 
in which tumor cells perish. When the tumor 
is in bone, sear tissue, or a fatty bed, it becomes 
difficult to destroy tumor cells. 


As a general rule, the more cellular a tumor 
is the more radiosensitive it will prove, but this 
is not always true. Not all grade IV tumors 
are radiosensitive ; there are notable excep- 
tions. Basal-cell carcinoma is radiosensitive 
but of a low-grade malignancy ; melanoma is 
highly malignant but is extremley radioresist- 
ant. 


Carcinoma of the cervix uteri, with the 
exception of the highly keratinized type, is 
radiosensitive. Adenocarcinomata of the body 
of the uterus, when the muscularis is not in- 
volved, has also responded well. Malignant 
papilloma ofthe bladder is radiosensitive, while 
the infiltrating carcinomata are radioresistant. 
Prostatic carcinoma is a radioresistant. Lym- 
phosarecoma is extremely radiosensitive. Hodg- 
kin’s disease is relatively resistant. Chronic 
leukemias usually respond well to radiation 
therapy. In the field of bone tumors, giant- 
cell tumors, bone cysts and Ewing’s tumor are 
radiosensitive. Osteogenic sarcoma is extremely 
radioresistant. Simpson’s experience has con- 
firmed him in the opinion that carcinoma of the 
breast cannot be healed by external radiation. 
Tumors of the gastro-intestinal tract, as a gene- 
ral rule, are radioresistant, although a few 
rectal cancers respond to irradiation. 

G. M. 


Complications of Radium Therapy 
in Gynecology 


GeorGE Gray Warp, (Am. J. Obst. & 


Gynec. 25: 1-10, 1933). in a recent analysis 
of 558 cases of carcinoma of the cervix treated 
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in the Women’s Hospital in New York City, 
has shown that in 119, or 21.3 per cent, there 
was some post-operative morbidity. In 106 
eases of carcinoma of the fundus, of which 88 
were treated by radium, 11.4 per cent had com- 
plications. 


The primary mortality in the radium treat- 
ment of cancer of the cervix is due, as a rule, 
to the unwise employment of radium in cases 
with very extensive disease. In the last pub- 
lished series from the Women’s Hospital the 
primary mortality was 1.1 per cent, with no 
deaths in classes I and II. 


Hemorrhage, rarely of a severe type, occured 
in 10 per cent of the cases. Vesical irritability 
occurred in only 4.5 per cent of the cases, the 
low figuie being attributed to the meticulous 
packing of the vagina. Procititis, as evidenced 
by diarrhoea, rectal pain, or ulcerations, occurred 
in 3.1 percent. Fistulae developed in 22 cases, 
or 4 per cent of the series of 558. One of the 
most troublesome types is the ileovaginal 
fistula, which occurs when a loop of intestine 
is adherent to the uterus or to the cul de sac. 


Cases in which cancer develops in the 
cervical stump after supravaginal histerectomy 
are especially prone to complications because 
of the close proximity of the bladder. In the 
40 cases of cancer of the cervical stump in the 
series, the incidence of hemorrhage was one and 
one half times, and of fistulatwo and onc half 
times, so that recently the amount of radium 
in such cases has been reduced to one half. 


Peritonitis is the usual cause of death 
following radium treatment of uterine cancer. 
Its frequency can be reduced by preliminary 
antiseptic douching, avoidance of trauma in 
the placing of radium, and the use of the radio 
knife for taking a biopsy. A temperature of 
101°F immediately following the insertion of 
radium may be considered normal. The in- 
cidence of sepsis, as indicated by a temperature 
of 102°F or more, was 2.7 per cent in this series. 


The 88 fundus cases treated by radium 
showed a lower incidence of most types of com- 
plication. There were, in fact no cases of post- 
radiation hemorrhage, and proctitis was one 


third as frequent, but pyometra developed in 


| 
| 
i 
7 


Vol. UL No. 11 CURRENT MEDICAL LITERATURE 481 


1.6 per cent as compared with 3.6 per cent of 
the cervix cases. 

Ward stresses particularly the necessity of 
great care and experience in the use of radium 
so that the patient may have the advantages 
of a full dose without the complications inci- 
dent to over-radiation, 


G. M. 


Roentgen Irradiation of the Parathyroid 
Region in Cystic Disease of the Bones 
and in Osteitis Deformans 


E. A. Merritt, J. Roentgenol... 30: 
668-673, 1983) reports three cases of hone 
disease treated by Roentgen irradiation of the 
parathyroid region. The first case was com- 
plicated by hyperthyroidism, the basal meta- 
bolie rate being thirty-five per cent above nor- 
mal. Radiographs revealed cystic destruction 
of the lower end of the right femur. Under 
moderate voltage x-ray treatments at intervals 
of three weeks over a period of six months, the 
femur beeame calcific and radiographically 
restored to normal. Clinically there was a 
complete cure of the hyperthyroidism and the 
local disease of the femur. 


The second patient, a man of fifty, showed 
radiographically myriads of cystic areas in all 
bones from the cervical vertebrae to the middle 
thirds of the femora. The last three lumbar 
vertebrae showed almost complete collapse ; 
all vertebrae showed marked narrowing. Be- 
cause of the appearance of the films and the 
presence of Bence-Jones bodies in the urine, a 
diagnosis of probable myeloma was made, After 
a long series of x-ray treatments directed to most 
of the bones of the skeleton, it was thought 
that the most striking improvement followed 
deep Roentgen therapy to the cervical region. 
The treatments therefore, were repeated over 
the parathyroid region. The patient was able 
to return to work for two years but later died. 
Autopsy revealed multiple myeloma and = no 
parathyroid glands could be found. 


A third patient, a woman of fifty-three, 
presented clinical and radiologic evidence of 
osteitis deformans of the left tibia only. After 
two x-ray treatments to the parathyroid region 
during a period of three weeks, there was an 


appreciable decrease in the diameter of the 
bone and diminution of the calcium centent. 
G. M. 


What one Ought not to do © 


Maraquts, says (Lutte contre le cancer., 10: 
165-167, 1982.) ‘“‘The ignorance, credulity, 
love of experimentation, and naivete of the 
average layman. makes him an easy prey to 
charlatans. In no field is this seen more plainly 
than in the multitude of cancer cures exploited 
by quacks. Among such methods may _ be 
included various magical waters said to contain 
eletricity, radioactive substances, or com- 
binations of supposedly highly important miner- 
als. Anticancer serums have been prepared 
from every conceivable organ of the body ; 


- extracts are made of actual tumor tissue, and 


vaccines aie offered which have been made 
from bacterial cultures. Filtrates of ground- 
up tumour tissue enjoy increasing popularity. 
Caustics have been popular for centuries and 
form the basis for numerous ointments, salves, 
and local applications. 


The effect of all of these methods is uni- 
formly bad. Even if they do not harm per se 
they Jead to false hopes and unnecessary delay, 
a factor which occassions disaster. The 
methods which have proved efficacious in the 
treatment and cure of cancer are surgery, 
radium, Roentgen therapy, and occasionally 
electrocoagulation.” 


G. M. 


PEDIATRICS 
Patent Ductus Arteriosus 

D. C. Murr and J. W. Brown, (Arch. Dis 
Childhood 7: 291 1932.) in a study of 
eighty-eight school children with congenital 
heart disease, found twenty signs 
which were suggestive of a patent ducts 
arteriosus as the sole abnormality. Criteria 
necessary to establish a diagnosis are : (1) the 
presence of a continuous or machinery bruit in 
the second left space ; (2) the presence of a long, 
rough systolic bruit with maximum intensity 
in the second left interspace, with conservation, 
accentuation or reduplication of the pulmonary 
second sound ; (83) Gerhardt’s ribbon dulness ; 
(4) Roentgen evidence of dilatation of the trunk 
of the pulmonary artery ; and (5) comparative 
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absence of symptoms. A combination of any 
three of these symptoms is considered adquate 


for diagnosis, 
J. C. B. 


Clinical Observations on Typhoid 
Fever in Infants 


Y. Yaoi, (J. Pediat. Tokyo, Sept. 20, 
1932, No. 388, p. 1695.) studied seventeen 
original cases of typhoid fever in infants 
together with 149 others found in the 
Japanese and foreign literature. The study 
showed that the disease occurred most 
frequently in the carly summer months, 


and that the distribution between the two sexes 
was about equal. The types were (1) simple, 
(2) toxic, in which gastro-intestinal and encep- 
halitic forms predominated, and (3) meningeal. 
Over 50 per cent of the cases studied showed 
intitial high fever and early diarrhoea, but vo- 
miting during the initial stage was seen in only 
82 per cent. Cough was present in 73 per cent. 
Anorexia, insomnia and convulsions were seen 
in a few cases. The febrile period lasted for an 
average of 23.1 days in cases of infection due to 
bacillus typhosus and for 20,1 days in eases of 
infection due to bacillus paratyphosus. 


The fever curves were of continuous type 
in 31 per cent. and of remittent type in 47 per 
cent. The pulse rate was from 140 to 160 per 
minute, and in only 1 case was there a relatively 
slow pulse. The spleen became palpable in 
29 per cent. of cases. The Widal test was posi- 
tive in 98 per cent. and the agglutination was 
between 160 and 640 dilutions. Injection of 
the pharynx was observed in 69 per cent. and 
albuminuria in 42 per cent, Intestinal hemorr- 
hage was not seen. The mortality was 8.4 per 


cent. in the typhoid and 2.4 per cent. in the 
paratyphoid group. J. C. B, 
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Aspects of Atypical Pneumonias 
during Childhood 


(Dtsch. med. Woch. Feb., 1984; Ref. 
J.A.M. A. April 14, 19384). J. WartTJen, 
reports the histories of four cases of 


atypical pneumonia in children, which ended 
fatally. The postmortem examinations re- 
vealed that the atypical pneumonic changes were 
characterized by more or Jess extensive hemorr- 
hagic infiiltration of the pulmonary tissues, in- 
volvement of the interstitial tissues of the lung, 
and, with the exception of the first case, by 
pulmonary abscesses. The discovery of the 
pulmonary abscesses during the necropsy was 
a surprise in that their existence had not been 
indicated by the clinical aspects. The anatomic 
and bacteriologic aspects of the reported cases 
resembled those of influenzal pneumonia. All 
four cases developed outside of an influenza 
epidemic, and it could not be decided whether 
they were precursors or the late strugglers of an 
influenza epidemic. The detection of influenza 
bacilli in three of the patients is noteworthy, 
because it again raises the question of the causal 
role of Pfeifier’s bacillus in influenza and in 
influenzal pneumonia. The author thinks it 
possible that the Pfeffer bacillus plays a part in 
influenzal pneumonia and calls attention to the 
possibility of an infection by carriers of the 
bacillus outside of an influenza epidemic. He 
thinks that these atypical cases of pneumonia 
which resembled influenzal pneumonia, were 
the result of the same factors that in the course 
of an influenza epidemic occur with greater 
frequency. He assumes that the peculiarities 
of the pathogenic organism and a reduced re- 
sistance in the patient are the dominating factors 
in these atypical pneumonias. 


J. B, 
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ASSOCIATION NOTES 


INDIAN MEDICAL ASSOCIATION 
(Punjab Branch) 
Report for 1933 


LADIES AND GENTLEMEN, 


This is the third annual report which I am 
going to place before you. The year has been 
full of momentous changes for the Association. 
I am glad to say that we have made satisfactory 
progress during the year but it has not been so 
remarkable as we wish it to have been. 

The year opened with 184 members on our 
rolls and closed with 212. Out of this number 
195 members have paid their subscription. 
This number however does not include the 
members who joined our branch after Ist 
January 1934. 

The following branches are affiliated to us 
at present and are in working order. (1) Lahore, 
80 (2) Amritsar, 39 (3) Sialkot, 16. (4) Gujran- 
wala, 12 (5) Jullundur, 17. (6) Ludhiana, 13. 
(7) Lyallpur, 13. (8) Ferozepore, 13. (9) 
Multan, 7. We have been in negotiation with 
Simla and Rawalpindi again to open branches 
there but they have not materialised so far. 

The committee takes the opportunity of 
acknowledging with thanks the services of the 
various members who have worked whole 
heartedly towards increasing the activities of 
the Association last year. 

During the month of February Dr. Samuel 
Kaul attended at Delhi a deputation on behalf 
of the Punjab Association which waited on the 
Honourable Minister of the Education in con- 
nection with All India Medical Council Bill 
and placed before him our point of view on the 
subject. During the period under review 497 
letters were received and acknowledged. 

I am glad to say that the long drawn con- 
troversy over the matter of our contribution 
to the Central Council has been happily ended 
and the Central Council has authorised the 
General Secretaries either to compound or remit 
the arrears of 1931 and 32, in their letter No. 
Genl. 562 of 7th instant. I hope the full 


amount of arrears shall be soon remitted. 
During the year 1933 we paid the Central 
Council Rs. 352/8/- A sum of Rs. 37/8/- is still 


due by us to the Central Council. This will 
make a total of Rs. 390/- paid by us to the Central 
Council during the vear 1933. 


You are no doubt aware that the Govern- 
ment of India had issued a circular debarring 
Government Servants from joining the I. M. A. 
because of the subclause 1 of rule 2 of the rules 
of the Association. 

The Central Council however cancelled its 
Lucknow resolution and informed the Govern- 
ment of India accordingly. After a prolonged 
correspondence the Government were pleased 
to remove the bar referred to above but this 
was done after the Punjab Medical Council 
election of 1933. 


I regret however to note that the Local 
xyovernment have not given effect to the instrue- 
tions of the Government of India in this behalf, 
and the Government servants in the Punjab 
remain still debarred from membership of the 
Association. 

This matter is receiving the attention 
of the Punjab Provincial Branch and steps 
are being taken to make representation to 
Punjab Government on the subject. 


I am glad to say that the members of the 
Association have worked hard to collect con- 
tribution to the Earthquake Relief Fund and 
our thanks are respectively due to Dr. Vishni 
Dass Kashyap, and Dr. Anup Singh Narula 
who collected Rs. 1,500/- out of which Rs. 
Rs. 1,300/- were collected from Lahore and 
Rs. 200/- from Amritsar. This sum has been 
remitted, to Babu Rajendra Parshad. 


The Lahore Branch of the Association held 
an anual dinner on 7th January at Y. M. C. A, 
Hall. The dinner was a great success, the 
number of those who attended the function 
was about 100, this also included a number of 
ladies. 
S. N. KAUL, 
Provincial Secretary, 
Indian Medical Association. 
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INCOME 
FP; 

Lehore 240 0 O 
Amritsar 17 © 
Gujranwala 85 0 
Ludhiana .. 51 0 
Jullundar .. 2 
Ferozpare .. “ - 26 0 0 

Total 603 0 


Balance .. 42 4 8 


Grand Total 
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STATEMENT OF ACCOUNT 
(Punjab Branch) 


Statement showing Income and Expenditure for the year 1933 


EXPENDITURE 
As. 
Postage “9 we - 24 2 9 
Stationery... 22 9 6 
Telegrams .. 218 8 
To Central Fund 390 8 O 
Grand Total .. 524 1 6 
Balance in Hand .. 121 2 9 
645 4 8 


INDIAN MEDICAL ASSOCIATION 
(Allahabad Branch) 
Report for 1933 


The Allahabad Medical Association was 
started in the year 1917 with a few members 
that could be counted on fingers, but today 
by God’s grace and persistent endeavour of its 
enthusiastic members it is a flourishing associa- 
tion with 85 members on its roll. Last year 
our association had 55 and 30 members sub- 
sequently joined in 1933. 


DECEASED MEMBER: 


Very sorry to report the death of Dr. S. D. 
Ray, one of the oldest and foundation members 
of the Association. 


ANNUAL GENERAL MEETING : 


The last annual meeting was held on the 
17th February 1933 and the following members 
were elected to form the Executive Committee 
which functioned during the year. 


President : 
Masor Dr. R. Rangit Sincu. 
Vice Presidents: 


Dr. N. C. Marrra, 
Kuan Dr. Zanip Husain. 


General Secretary: 
Dr. S. N. Basu. 


Recording Secretary: 


Dr. L. N. Srivastava. 


Treasurer: 
Dr. B. B. 


Librarian : 
Dr. SutaAm Benart Lat Maruur, 


Members: 
1. Dr. G. D. Guose. 
2. Dr. R. N. Durepart. 
8. Dr. KuLwant Rat. 


Two special features worth mentioning 
about the Association : 


(1) It got affiliated with the Indian Medical 
Association. 


(2) It had a rented building as its office 
and library. 


There has been rather a sharp division of 
opinion about the locality where our hired office 
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building should be situated and during the year 
under review a subcommittee (of Drs. L. K. 
Roy, R. N. Banerjee and S. N. Basu) has been 
appointed to thrash out this question in all its 
aspects. 


MEETINGS 


I am glad to report that there was a remark- 
able improvement in the matter of interest 
evinced by us in the activities of the Association 
during the vear. 

The attendance at meetings had beaten all 
previous records, It was very satisfactory. No 
meeting had to be adjourned for want of quorum. 

Last year sumptuous cntertainments at 
the residence of different members or at 
the Association premises where the meet- 
ings were held served the dual purpose of con- 
tributing to the sueeess of the meetings and of 
promoting fellow feeling among the: members 
which is one of the principal objects, with 
which the Association has been founded. 

There were 12 general meetings (10 ordinary 
and two extraordinary) held during the year. 

Nine Papers were read by the Association 
members and on two occasions there were ad- 
dresses by distinguished persons from outside. 

1. Dr. A. C. Banerji D.P.H. Assistant 
Director of Malariology, U. P. addressed us on 
*‘Malaria as rural problem.” 

2. Dr. Vaugh of the Agricultural Insti- 
tute, Naini, lectured on ‘*The Problem of Cooler 
Houses in Tropies”’. 

3. Drs. Vishnath and Khem Singh of Pun- 
jab spoke on their researches ‘‘On Vitamines in 
Ghee and Different aspects of Cancer in India’. 


Executive CoMMITTEE 
There were 10 mectings held during the 
vear. Attendance was good. 
Sus COMMITTEES 
There were two Sub-Committees appoint- 
ed : 


1. The Library Sub-Committee : 


1. Dr. S. N. Basu. 

2. ,, Kutwant Rat. 

8. , =P. K. Gupta. 

4. ,, R.N. Durpart. 


(Ex. Officio 


member.) 
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2. The Programme Sub-Committee : 


1. Dr. D. N. Foreman. 

2. Brig Ras KisHore. 
8. ». R.N. Durpart. 

4. ,, S.N. Basu. 


To a great extent the credit of a successful 
year’s programme was duc to this committee. 


A special feature of this year’s porgramme 
had been showing film on different improtant 
medical subjects, viz. 

1. Intestinal peristalsis. 

2. Removal of Carcinous Breast. 

3. Caesarian section. 

4. Diphtheria. 

5. Radium Technique in Carcinoma of 

Rectum. 

6. Tuberculosis and its prevention. 

7. Blood Transfusion. 

8. Inguinal Hernia. 

The Association is grateful to Dr. C. H. 
Rice through whose kind offices the films could 
be shown. 


LIBRARY 
The following Journals were subscribed : 


1. The British Medical Journal weekly 2 copies 

2. Lancet 1 copy 

3. American Medical Association ., 1 ,, 

4. Medical Annual 1933. 

5. The Journal of Tropical Medicincs 
and Hygiene (Bimonthly) 

6. The British Journal of Surgery 

7. Indian Medical Gazette Monthly 

8. Anti Septic. 


1 copy 


Librarian’s report for 1933 : 

The late passing of the budget last year 
resulted in delayed ordering of the journals. 
The number of members almost doubled and 
late receipt of journals created some difliculty for 
some time. 


There has been complaint that the supply 
and collection of journals have not been satis- 
factory as was expected though there has been 
no written complaint. 

Many factors were the cause of this unsatus- 
factory circulation of journals. 

The former peon after an attack of typhoid 
became very lazy and inspite of warnings and 
fines by the Secretary showed no enthusiasm, 
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The chief difficulty of the peon was that on 
account of the increased number of members 
the collection of subscription and circulation 
of notices left him little time for circulation of 
journals. This man was ultimately dismissed 
and a suitable man was not found for some time. 
Subsequently a new man was engaged and 
and it took him much time in learning working 
routine. 


Unfortunately the librarian himself was 
laid up with Influenza in November last and 
could not attend to his duties for some time. 
Dr. Sen who lives very close to the Association 
Building was requested to take up the librarian’s 
work and we are thankful to Dr. Sen who very 
kindly did the work for about 2 months. 

The Hony. Librarian has reeommended the 
following : 

1. That the circulation of journals should 
be carried on by one man entirely devoted to 
this work and another man be engaged for 
collection of subscription and circulation of 
notices, 

2. That some non-medical journals of 
common interest be subscribed from the next 
year, 

3. That the Library be located in a better 
and less congested place. 


We had spent in 
1931—Rs. 95-11-6 on Journals & wecklies 
1932——Rs. 237-5-9 
1933—Rs. 270-1-6 29 
We heartily thank the members who paid 
cash or gave chairs for the Library. 
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I may also mention that the Education 
Committee of the Allahabad Medical Board has 
contributed Rs. 75/- towards our Library. 

Last year with 55 members the unrealized 
subscription was Rs. 315/- this year with 77 
members it is Rs. 300/-. It shows a progress 
no doubt but members are requested to pay up 
their subscriptions month by month so that 
there nay not be heavy outstanding. The out- 
standing balance is rather heavy which was due 
to the peon who has since been dismissed and 
a new one appointed who is more energetic and 
the realizations are better. 


CONCLUSIONS 


I cannot conciude my report without ex- 
pressing my thanks to you Mr. President, to 
my colleagues of the Executive Committee 
and to all friends in the Association for the 
courtesy that I always received from them. 


You would feel gratified to learn that our 
Association is free from party politics. I feel 
personally thankful to Dr. S. N. Basu, our 
General Secretary who had been very kind to 
me and helped me in the discharge of my duties 
during the vear. Had the two secretaries been 
living in close quarters. the work would have 
been still better and I hope you will keep this 
thing in view in today’s election. Kindly 
excuse my short comings. 


LAKSHMI NARAIN SRIVASTAVA, 
Recording Secretary. 
S. N. Basu, 
General Secretary. 


STATEMENT OF ACCOUNTS 
Balance Sheet as on 31st December 1933 


Rs. As. P. 

1. Cash in hand 314 8 5 
2. Postal Cash Certificate of the 

face value of Rs. 720/- 594 0 O 

3. Unrealised Subscription 300 0 0 


Rs. .. 1,208 8 5 


Rs. As. P. 

Transferred from Income and Ex- 
penditure Statement .. 1,208 8 5 
Rs. is 1,208 8 5 
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STATEMENT OF ACCOUNTS-—Contd. 


Statement showing income and expenditure for the year ending 31st Dec. 1934. 


INCOME Rs. As. P. EXPENDITURE Rs. As. P. 
1. By Balance brought forward (in- 1. To Establishment (including 
cluding Rs. 10/- Library peon’s pay, cycle repairs, 
Suspense) from 1932 as per house rent, etc.) 209 10 9 
last Balance Sheet 5638 9 1 2. ,, Stationery +e 4313 0 
2. By Subscription realised 1,021 0 0 38. ,, Book Binding .. 5 6 0 
3. ,, Admission 830 New members 150 0 0 4.°,, Subscription of I. M. A. for 
4. ,, Donation for furniture 4° 0 0 77 members .. 231 0 O 
5. ,, Sale of Postal Cash Certificate 5. ., Filmcharges.. 81 2 0 
of Rs. 85/4/- .. 114 2 © 6. ,, Electric charges 72 2 8 
6. ,, Interest from Bank 1314 4 7. ,, Postal charges .. 013 0 
7. ,, By unrealised Subscription 300 0 0 8. ,, Library Expenses 270 1 6 
9. Written off (peonranaway) 22 0 0 
10. ., Miscellaneous .. 22 0 6 
‘11. ,, Balance transferred to Balance 
Sheet 1,208 8 5 
Total Rs. 2,166 9 5 Total Rs. -. 2,166 9 5 


ANNUAL GENERAL MEETING 1934, 


At the Annual General meeting of the Recording Secretary: 
A. M. A. held on the 10th February 1934, the Dr. L. N. Srivastava. 


ollowing office bearers were elected. 
fol g offi Treasurer : 
President: Dr. N. 
Magor D. R. Rangsit SINGH. 
Librarian: 


Vice Presidents : Dr. J. SEN. 
Dr. N. C. Marrra. 
Dr. Husain Kuan Sanin. 
(1) Rar Banapur Dr. R.N. Banerst. 
General Secretary : (2) Dr. Jat Ras Benart. 


Dr. S. N. Basu. (3) Dr. Kutwant Rat, 


MEDICAL ASSOCIATIONS, SOCIETIES, ETC. 


Medical Societies, Association, Union etc. are invited to 


make use of this Section of this Journal. 


THE NATURE OF INFLUENZA 


(Medical Research Council.) 


The annual report of the Mepicau Re- 
sEARcH CouNCIL contains an important study 
of influenza. Working at the Natural Institute 
of Medical Research, P. P. LatpLtaw, C. H. 
AnpDREWES and WILson succeeded in 
conveying human influenza to ferrets. Wash- 
ings from the nasal mucosa of human cases were 
passed through a filter that was capabie of keep- 
ing back ordinary bacteria. The resulting 
filtrate, containing no microscopically visible 
organisms. was instilled into the nostrils of 
ferrets. A characteristic feverish and a catar- 
rhal reaction followed and was transmissible by 
similar means to other ferrets. After recovery, 
which was usual, the animals were immune to 
further infection for a period, the length of which 
has not yet been determined. Infection of the 
ferret occurred only when the material was 
instilled into the animal’s nostrils. Injection 
by the needle was ineffective. The experi- 
ments have also shown a relation between the 
influenza virus and that found by Snope in 
America in the epizootic known as hog in- 
fluenza. Snore found that this virus by itself 
produced trivial symptoms but that it was 
associated with a bacillus allied to the bacillus 
of Pfeiffer. The bacillus was incapable of pro- 
ducing the swine disease in epizootic form. 
Only when virus and bacillus were allied as 
primary and secondary invaders, was the severe 


and naturally spreading disease produced. 
A strain of the gog_ influenza _ virus, 
supplied by Shope, has been found to 


produce in the ferret a condition indistinguish- 
able from that caused by the virus of influenza. 
Further,a ferret that recovers from the influenza 
virus infection with the swine virus is immune 
to the influenza virus, while recovery from the 
latter infection produces a substantial, though 
not complete immunity to the former. It 
is noteworthy that many years ago the view 
that influenza is the fertilizer of the soil for the 


—KEditor 


The 
late BRowNLEE showed that influenza tends 


growth of other diseases was put forward. 


to recur every thirty-three weeks. If this 
takes place between April and December the 
complaint is mild, but if it takes place between 
December and April it is much more severe. 
Perhaps this is due to the fact that the virus 
prepares the soil for the bacillus of Pfeiffer and 
for the organisms of pneumonia and other 
diseases. 


Summary J. A. M. A. April 14, 19384. 


DIABETES IN ENZYGOTIC TWINS 
(Berlin Medical Society) 


Addressing the Mepican Socivry, 
Proressor UmBeEr pointed out that diabetes 
is based on a constitutional inferiority of the 
islands of Langerhans. It is hereditary and 
casually independent of the environment. 
Enzygotic twins, who have indentically the 
same hereditary characteristics, are particularly 
suitable for the study of hereditary diseases, 
According to the computations of von Vers- 
chuer of the Emperor William Institute for 
Anthropology there is a twin for every sixty 
adults, but only about one third of the pairs of 
twins are enzygotic. The establishment of the 
fact that twins are enzygotic is best based, 
according to Verschuer, on external resem- 
blances with respect to features and_ bodily 
form, size, habitus, peculiarities of the organs 
(ears, eyes and nose), hair growth, qualities of 
character, trends and the like. A_ precondi- 
tion is that they are of the same sex. Umber 
stated that he had observed three such pairs 
of twins. It was peculiar in all three pairs of 
twins that the type of diabetcs was exceedingly 
similar in the two twins of each group. For 
instance, two twin sisters presented a frank 
diabetes gravis, and one sister who was not 
treated died early in coma, while the other 
sister received insulin treatment and survived 
longer. In another pair of twins there developed 
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in one a mild case of senile diabetes, whereas 
the other had no glycosuria whatever. In- 
quiry revealed that the twin with diabetes had 
been a tavern keeper and a heavy drinker, 
whereas in the nondiabetic twin only a patho- 
logic blood sugar curve betrayed his pancreatic 
weakness. These observations on enzygotic 
twins with diabetic disturbance of metabolism 
serve Umber as support for his theory that 
diabetes is a recessive hereditary disease, which 
is not caused by the environment but is influenced 
by it only in its mode of appearance. 


Summary Jour. A. M. A., April 14, 1934. 


ROLE OF TOBACCO IN GASTRIC ULCER 
(Gesellschaft der Aerzte, Wien). 


At a meeting of the GESELLSCHAFT DER 
Agerztre, Dr. R. Friedrich of the Chirugische 
Klinik of Vienna, discussed the role of tobacco 
in the etiology and postoperative treatment of 
gastric and duodenal ulcer. The predomi- 
nance of the disorder in the male sex is striking, 
and among the men so affected heavy smokers 
are in the majority. Various researches and 
experiments make it probable that persons who 
have a weak stomach, or already have an ul- 
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ceration are injured by smoking. The smoking 
of from five to ten cigaretes a day caused con- 
sistently an exacerbation of the symptoms in 
ulcer patients. Cigars do not seem to cause 
so much irritation. However, attention must 
be called to the fact that gastric ulcer is to be 
regarded as a manifestation of a general nervous 
predisposition, and that duodenal ulcer occurs 
often in well-nourished, full-blooded persons, 
being frequently induced by the ingestion of 
too strongly seasoned food. Smoking causes 
a marked increase in the secretion of gastric 
juice, and exact observations on a large series 
of patients have convinced Dr. Friedrich that 
patients who have been operated on for ulcer 
and continue smoking have more frequently 
pain and discomfort than those patients who 
discontinue smoking after the operation. He 
demands that a person operated on for gastric 
or duodenal ulcer shall give up smoking. It is 
true that now many women smoke, although 
statistics do not show an increases of ulcer cases 
among women. Perhaps, the difference lies 
in the fact that women seldom smoke ‘“‘on an 
empty stomach” and commonly smoke fewer 
and milder cigarettes. 


Summary Jour. A. M. A. April 14, 1984. 


THE FOURTH ANDHRA MEDICAL CONFERENCE 
Bezwada 
PRESIDENTIAL ADDRESS 
Mason M. G. NAIDU 


LADIES AND GENTLEMEN, 


Our Conferences, like our Country, seem 
bound to a chain of archaic formalities in the 
futile observance of which much time is heed- 
lessly lost. As an old rebel against convention, 
I have to ask your permission to cut down the 
Presidential Address to the narrowest possible 
limits, confining my remarks to only such 
essential questions as I have studied, and making 
those remarks as brief as possible. Thus, you 
may take it for granted that I thank you for the 
great honour you have done me. We shall 
also take it as read that I am entirely undeserv- 
ing of that honour. Not up-to-date in modern 
medicine, and inexperienced in medical poli- 
tics, I have been persuaded to respond to the 
call made by the Secretary of this Conference 
chiefly on the strength of a covering letter from 


my old and valued friend, Dr. S. Ramachandra 
Rao, in which—with the sweet unreasonable- 
ness of which he is a past master, he promises 
to be my “Guide, Philosopher and Friend”’, 
and push me through my work. 

To begin with, it may be as well to settle 
amongst ourselves what we wish to do and how 
we propose to do it. Many Communities, like 
individuals, are sensitive. Some are hyper- 
sensitive and suffer from a form of allergy as a 
result of which the most innocent remark 
intended for their benefit causes irritation and 
bad temper. The Andhras, it is true, have a 
high reputation for perspicacity, purposefulness 
and practicality. A friend of mine from Calcutta 
once remarked to me that the Andhra has talked 
less and done more for Indian nationalism than 
any other province’, To men of such a race 
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who have gone through the fierce discipline of a 
medical curriculum and who, day in and day 
out, face truth in all its forms, I should have no 
hesitation in submitting what, according to 
my lights, is the honest truth of the present 
situation so far as we are concerned. You will 
excuse me if I am brief in the matter presented 
and blunt in the manner of presentation. It 
is hard enough to find, in these days of epidemic 
verbosity, what is really essential and true. 
It is still more difficult to find sugar to coat it 
with to facilitate deglutition. 


Having gone through the more recent 
literature connected with various medical con- 
ferences, and having attended a few of them, 
I have come to the conclusion that the pro- 
ceedings at most of them are not of a nature 
calculated to produce permanent results. These 
conferences are, I admit, useful in crystallizing 
the needs of the medical profession and drawing 
the attention of the public and the Government 
to them from time to time. But this has become 
a routine, a mere ritual, and like all rituals in 
India, is losing its force. Is there nothing else 
wecando? Are there no evils for the existence 
or eradication of which we are responsible ? 
Is it not time that we took stock of our duties 
and our capacity to perform them, and arranged 
our own household so that we can conscien- 
tiously say, ‘‘We have done our best. We 
want outside help for the rest’. Such an 
attitude on our part would, it seems to me, not 
only enhance our self-respect and our ability 
to meet our responsibilities, but increase our 
claim to the sympathy and support of others. 
I venture to suggest, therefore that we devote 
more time to a critical investigation of our 
position and to an elaboration of methods for 
making it stronger and better-fitted for the 
service to which we are dedicated. I would 
also recommend that such resolutions as have 
been exhaustively discussed and unanimously 
passed at former sessions of this conference be 
merely reiterated in omnibus form unless ,for 
some special reason, it is desired to spend more 
time on the discussion of any of them. Such 
a measure will save time and energy which 
may profitably be devoted to the more con- 
structive, and perhaps the more debatable, 
part of your ;rogramme. The time at our 
disposal is short while the functions on the card 


make a long list. The thermometer is rising. 
A high atmospheric temperature is said to be a 
predisposing cause for shortness of temper. 
Should there break out this malady amonst 
us, I offer the following recipe prescribed by an 
old teacher :—‘‘If your temper is short, let 
your speech be short !”’ 


Modern civilisation, such as it is, is based 
on education. Education, at any rate, is 
admitted to be the mainspring of progress. 
If this is true of general education it is equally 
and more specifically true of medical education. 
How do we, in India, stand in this matter ? 
From far-off Western Countries complaints 
are heard frequently and loudly about the 
inefficiency and unsuitability of modern medical 
training. Go-ahead America deputed Flexner 
to Europe to study existing methods of teach- 
ing in various universities. His book is a se- 
vere indictment of them. Progressive Ger- 
many and ultrademocratic Russia have thought 
fit to revise their curricula and alter their 
standards. Even in conservative England, 
last year, the opening addresses at the Colleges 
and Schools were a symposium of lamenta- 
tions over the gross imbalance of medical 
studies. Here are a few pregnant sentences 
from the public utterances of some of the well- 
known British Authorities :— 


I. Str GowLanp Hopkins says :— 


“In respect of the preclinical teaching, 
any approach to an ideal should involve, as 
well as an adequate introduction to the facts 
of the ancillary sciences, the instillment of a 
scientific outlook, and with it the love of exact 
truth together with a recognition of human 
frailty in striving for the truth ; the ability to 
weigh evidence and (believe me of no small 
importance to the doctor) a willingness to give 
up prejudgments and prejudices in the face of 
evidence’’. 


‘*Although the preclinical teaching is alloted 
a shorter time in this country than in some 
others the remedy is not to be found in its 
extension. This would certainly be unpopular 
and is likely long to remain impossible. More- 
over, it would probably not result in making 
the present teaching of facts less hurried there- 
fore more easily assimilated. That enemy, 
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the specialist, as he is to be found in the uni- 
versities at any rate, abhors a vaccum or even 
low pressure anywhere in the time-table. He 
would, I think, hasten to raise the pressure 


“Doubtless, indeed, in a great medical 
school where preclinical science is taught in a 
clinical atmosphere, there is no such dislike of 
the vocational element. If so there may be, 
and probably is for the student, some lightening 
of the burden of facts. Or this could be so if 
examiners were always wise. But it is true 
that to teach scientific principles adequately 
on a vocational basis requires real aptitude and 
special knowledge on the part of the teacher. 
Here perhaps we come to the root of our diffi- 
culties, and it may be a dim foreshadowing of a 
solution.” 


II. Str Farquyar BuzzarpD says :— 


*‘Somebody—I don’t know who, once de- 
fined culture as ‘‘what is left over after you 
have forgotten all you have definitely set out to 
learn.” An admirable definition of the kind of 
culture you may look forward to possess when 
you have passed your final qualifying examin- 
ation and have forgotten most of the facts you 
were at so much pains to remember !” 


‘After all, the real object of any educational 
curriculum is to cultivate in the student’s 
mind a capacity for independent criticism 
based on a solid foundation of common know- 
ledge. The common knowledge, that of accept- 
ed facts and theories, can be adequately tested 
by examiners and examinations, but a well- 
developed critical faculty is only recorded 
when its possessor is brought up against the 
difficult problems of actual practice”’, 


III. Dr. Artuur J. says :— 


“One great objection to the examination 
system is that the student tends to ‘‘prepare 
for examinations” rather than for his life’s 
work. Subjects which are not on the schedule, 
and on which questions are not likely to be 
asked are apt to be neglected. As the special 
subjects increase in number and complexity, 
it becomes impossible to include all of them as 
compulsory subjects. Another objection is that 


examination have helped to form a wall between 
the earlier laboratory and the later clinical 
studies. 
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‘‘About a century ago, when schools of 
anatomy were being founded all over the coun- 
try, no such division existed. All the subjects 
of the student’s curriculum grouped themselves 
naturally around the practice of medicine ; 
all the teaching was given by men actively 
engaged in practice. The only subject of study 
at that time which could be called a laboratory 
subject was human anatomy, and this was 
taught entirely in relation to medical practice. 


“There was another factor in those days 
which helped in the coordination of studies. 
Every student entered upon his career by be- 
coming an apprentice to a medical practitioner. 
Thus from his earliest student days he came in 
direct contact with sick persons. However 
few or elementary the studies of the apprentice 
may have been, they did centre around medi- 
cal practice. They were all being taken at the 
same time, and when completed, there was one 
single examination in all of them. The ap- 
prentice’s first evamination was also his final! 
Happy days indeed! ...... .-I do not wish 
to suggest that the teaching of science subjects 
should revert to the clinical. That would be 
retrograde. Medicine owes an immense debt 
to those who have devoted their lives to science, 
and that debt is ever increasing. One cannot, 
however, be blind to the one redeeming feature 
of the old regime ; it did impress on the students 
from the very first that it is the practice of 
medicine to which all his studies are to be 
applied”’. 

IV. Tue Epiror or THE British MEDICAL 
JOURNAL writing on ‘Continuity in the curricu- 
lum’, says 


“In recent years the unsatisfactory state 
of the medical curriculum has been a topical 
subject of wide popularity both in the medical 
and in the lay press. There is universal agree- 
ment on certain points. No one denies that the 
curriculum is over-crowded ; every one agrees 
that the knowledge retained by the student 
at the end of his course appears to be a meagre 
result after five or six years of intensive and 
expensive training for a special purpose ; and 
the teachers in every year of the course com- 
plain that students, before coming under their 
care, have learnt a vast amount of detail but 
have failed to acquire any real yrasp of essential 
principles. The natural consequence of this 


again 


492 


latter belief is to concentrate criticism upon the 
first years of the medical curriculum, for the 
teachers of these preliminary subjects are in the 
unfortunate position of having no one to whom 
they can readily pass back the criticisms 
levelled at themselves. The practical value of 
' the agreement existing in regard to these general 
principles is lessened, however, by the fact that 
agreement automatically comes to an end as 
soon as the details of reform are considered. 


‘“Many competent critics are of the opinion 
that the most difficult problem in any reform 
of the medical curriculum is the transition 
from laboratory to clinical teaching. At its 
worst this transition may result in a very large 
part of the training in anatomy and physiology 
being wasted. The student acquires a syste- 
: matic knowledge of these subjects, passes an 
a examination, then forgets nearly all the know- 
ledge he has gained, and later re-icarns certain 
details of immediate clinical importance with- 
out attempting to correlate these with any 
general principles. This disharmony is prob- 
: ably at its worst in the relation between physio- 
i logy and clinical medicine, and there is a general 
agreement that every effort ought to be made 

to achieve more continuity in the teaching 
of these subjects. One of the simplest methods 
of attaining this is for the students in their 
later years to receive instruction in the applic- 
ation of physiological principles to clinical 
problems, but there is considerable difficulty 
in finding teachers who have an adequate 
knowledge both of the science of physiology and 
of the practice of clinical medicine.” 


What of India? We, in Hyderabad, are 

about a generation behind British India, and 

I am given to understand that you in British 
India are another generation behind England— 
which, according to accredited report, is not the 
best organised country in the matter of medical 
sanitary service or education. Is it surprising, 

- then, that our education and general profes- 
sional training is of the most perfunctory though 
unnecessarily severe type ?_ In spite of so called 
improvements, modifications, reforms or what- 
ever you may call them, which have been intro- 
duced from time to time in their medical curri- 
cula by the various universities, medical edu- 
cation in India is still in a state of confusion 
and chaos. This is not surprising when we 
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consider the birth and evolution of medical 
schools and colleges in this country. Medical 
education was born in India as the illegitimate 
off-spring of the exigencies of the I.M.S. After 
50 years spent as a medical student and 40 years 
as a sort of teacher, I have no hesitation in 
joining in the chorus of disapproval of the 
existing conditions. To my mind, even making 
allowances for the effect of time and sentiments, 
the fairly primitive methods of teaching medi- 
cine prevalent half a century ago were productive 
of more solid, if less refined, medical men. 


According to present methods the two- 
years’ pre-medical subjects physics, chemistry, 
botany and zoology, are taught in science schools 
which have no concern with the medical side of 
the subjects. One may spend 5 years over any 
one of these subjects and yet not get through 
half a section of it. Yet, taught by medical 
men who are masters of these subjects, with 
strict limitations to the needs of the prospective 
medical student, enough can be taught in one 
year to enable the student to understand the 
references to these subjects in the course of his 
later studies. Anatomy, physiology, materia 
medica and pharmacology, again all important 
subjects, are taught by specialists who are 
out of touch with clinical medicine. Far too 
many details (very interesting no doubt to the 
professor but of hardly any practical value to 
the general practitioner), are crammed into the 
student’s head and every examiner expects to 
find the candidate as_ well-posted in all the 
minute of his subjects as himself. In fact he 
tries to find out, not what you know but, what 
you do not know. I am reminded here of my 
old Geography teacher, in the early eighties, 


‘who insisted on our knowing the boundaries of 


all the cantons in China. He was a sleep 
old man and somewhat short-sighted. Names 
of any few cantons rapidly distributed to the 
north, south and west of the one in question 
satisfied him ! 


Then come the grand subjects, Medicine, 
Surgery and Obstetrics, which deserve to be 
studied as thoroughly as possible. The only 
way to study them, is by clinical work for 
which there is, unfortunately, not enough 
provision. The so-called minor subjects of 
pathology, bacteriology, jurisprudence, hygiene 
gynaecology, ophthalmology, dermatology, pedia- 
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trics, run away with so much of the time and 
energy of the student that he has no time to 
grasp even the rudiments of psychology— 
much less of psycho-pathology, a subject 
which has recently assumed enormous import- 
ance. 

Many proposals have been made and many 
experiments are being tried to evolve as com- 
plete and perfect a scheme of Medical Edu- 
cation as possible. Beyond registering our 
protests and offering our advice, I am afraid 
we are at present helpless to improve the situa- 
tion. We have no money, we have no power. 
Not until we get full control over the educa- 
tional policy of the country (which by courtesy 
of the owners we are allowed to call ours), not 
until we are masters of at least the internal 
affairs of this land, can we hope to work with 
success for the betterment of medical educa- 
tion. Now that you have got your own Uni- 
versity, with an independent Medical Faculty, 
you may try as far as possible to make an at- 
tempt to shape the working of that faculty 
in the desired form, 


Imperfect in equipment and inadequate 
in numbers, we still form a corporation or con- 
glomeration of men and women which is labelled 
the ‘Medical Profession’ in India. For the 
sake of convenience, we shall not include Vaids 
and Hakims in the above term. Few here, 
even amonst the educated, seem to realise how 
important a unit the medical man is in the 
life of a nation. The African savage knows 
his value, the civilised Westerner recognises 
and cherishes him. But the half-half Indian 
has lost his faith in the Vedic and Unani sys- 
tems and has gained more suspicion than 
confidence in the Allopath. I know that cir- 
cumstances differ in various part of the country 
and have not had the opportunity to study 
the conditions obtaining in your province. 
I think, however, that my remarks will apply 
generally to any part of India. 


Is the Medical and Sanitary Service of 
India satisfactory? The answer is unani- 
mously: ‘‘No’—except, perhaps, for a few 
official voices in Delhi and their echoes in the 
provincial centres. Why is there an outcry 


that medical aid is not efficient or sufficient ? 
There are various factorrs involved in the dis- 
- cussion of this problem and we must look at 
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it from all essential points of view. The two 
main parties concerned are (1) the Public, 
which is many-headed, and (2) the Pues, 
with its sub-divisions. 


The ‘Public of India’ is perhaps not a happy 
phrase, as some people have an idea that the 
public include only those who take active part 
in the public affairs of the country and shout 
or otherwise advertise themselves into recog- 
nition. Let us talk, instead, of the ‘people’ 
of India. These may conveniently be divided 
into urban and rural: or again, into the rich, 
the middle-class and the poor. The medical 
profession is capable of being divided into a 
section in Government service and an In- 
dependent section. Those in Government 
service, again, are of various grades—-high, 
(European and Indian), 
the Civil Surgeon, the full-time professor, 
the Research Laboratory man, the middle- 
class Assistant Surgeon (Civil or Military), 
and lastly, the poor Sub-Assistant Surgeon who 
is still looked upon by the tin gods of the 
Service as a glorified Dresser, Compounder 
and Clerk rolled into one. Then comes the 
Independent man, so-called, perhaps ,because 
he is entirely dependent on the charity of the 
people for his means of livelihood. Here 
we have the general practitioner and the spe- 
cialist—metaphorically the lamb and the lion 
who, nevertheless, eat and sleep together. 
When we divided the Independents into Gradu- 
ates and Licentiates, there is immediately raised 
a suggestion of mutual antagonism which is as 
unreasonable as it is real—sort of conditional 
reflex based on erroneous or misguided experi- 
perience, 


It would be interesting and instructive to 
form permutations and combinations of the 
divisions and sub-divisions of these two great 
factors ‘Public’ and ‘Profession’, and interpret 
their actions and reactions on one another with 
special reference to the question of their mutual 
satisfaction. Unfortunately I have neither the 
time nor the capacity to go into a detailed 
study. I shall content myself with quoting 
some of the more familiar instances of con- 
trasts and incongruities that inevitably arise 
from the situation. The Englishman in the 
I.M.S. is full of complaints and, backed by the 
G.M.C. and the B.M.A., pours out his fears 
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and grievances in the lay and medical press from 
time to time—the burden of his song being 
that, but for him. the poor Indian man, 
woman and child would perish for lack of medi- 
cal aid ; the Indian student would suffer in his 
medical education ; the developments of medical 
research in India would be arrested ; the Indian 
Army would be incapable of taking the field— 
and other fairy tales of like altruistic oder. 
As for work—please remember that the Indian 
Medical ‘Sahib’ is out in the tropics at great 
personal sacrifice and has his Club to attend, 
rich patients to pacify, hospitals to organise 
and a whole District to administer. Is he 
capable of catering to the needs of all in the 
area under his jurisdiction ? Even in capital 
cities, a direct approach to the European 
Medical Officer working in a large hospital, is 
difficult. So aloof have been the ways of the 
I.M.S. man, so little does he understand the 
reserve and self-respect of the Indian, that 
many poor or even middle-class man hesi- 
tates to go to the burra doctor unless he has 
sixteen rupees in his pocket. True, the fault 
may in part lie with the patient who fosters 
that inferiority complex, forgetting that the 
doctor is a servant of the people, paid by the 
people, and not an autocrat so far as the patient 
is concerned. The Assistant Surgeon is natur- 
ally a coloured imitation of his boss whose ways 
he generally apes ; polite to the man who can 
pay, rude to the moneyless, doing his duty by 
rote according to the clock and the Book of 
Regulations. 


Let us view the matter from the opposite 
direction and take the instance of an L.M.P. 
struggling in an up-country town. His grie- 
vances are that people either cannot pay or do 
not pay. His rival, who may be an ignorant 
Hakim, makes more money than he is able to. 
In some of our districts the patients offer rice 
and dal as fees in lieu of money which they 
do not possess. They are so poor, and complain 
that the doctor’s medicines, diet, ice-bag, anti- 
phlogistin, enema, hypodermics etc., amount 
to more than they can possibly afford. And 
even if they faithfully carried out the doctor’s 
instructions, he is not sure of the result of the 
treatment he prescribes, whereas the Kaviraj 
or Vidya offers them an assurance of complete 
and early cure at very little expense. 
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May I digress here for a moment to ask is 
it not time that we altered our conception of 
ultimate prognosis in view of the fact that 
some of the cases, pronounced incurable by us, 
come back to us completely shed of the disease 
as well as faith in our doctoring ? There seems 
to be a growing tendency both in the learned 
and ignorant amongst us to neglect the psychic 
as well as the spiritual side of our art, to dis- 
count the power of nature to cure diseases, and 
to arrogate to ourselves the monopoly of the 
healing art. Six doctors pronounced a case of 
appendicitis urgently in need of an operation. 
The patient was steadily going through a bottle 
of preserved prunes whilst under examination 
He refused operation and made an uneventful. 
recovery. An Arab sepoy was brought to me 
with a well-developed mastoid abscess. I 
prepared for an immediate operation. The 
patient ran away to a neighbouring village and 
came back to duty after a fortnight. A man 
was brought into the hospital eight days after 
he was gored by a bull, with the intestines out 
and swathed in a mass of old rags dipped in 
some dirty oil. As there were no urgent symp- 
toms, the operation to replace the bowel was 
postponed pending the removal of the muck. 
After three days of boric poultice the mass was 
appreciably smaller. In twenty days it dis- 
appeared into the abdomen of its own accord 
and the man went home fit. The fact is, we are 
taught to believe that everything written and 
said by the gods is gospel, and are not 
given the opportunity to think for ourselves. 
We have been taught arthritis for fifty years. 
We do not know how to treat it. The anaemias 
are still an enigma. Only the other day an 
author called rheumatism a ‘‘contradictory 
muddle of mysteries.” 


Let us take up one further group, the spe- 
cialist. He works in cities usually, and charges 
high fees. He is not always genuine. Many 
a general practitioner tries to increment his 
earnings by tackling the eve, ear, throat, vene- 
real or other specialism to his qualifications 
on the strength of three months spent at a hos- 
pital or with a specialist practioner. I know 
a G. P. who is specialist in general surgery, 
in opthalmology, has written a popular book 
on obstetrics and has specialised in radiology. 
There is, on the other hand, the specialist who, 
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for similar reasons, takes up general practice. 

Be this as it may, specialism is a luxury 
both for the profession and the public. We 
must have specialists, but they must work 
with and as auxilliaries to the general practi- 
tioner. The general practitioner, too, should 
be mindful of economy in time, money and 
energy in resorting to the help of the specialist. 
I have reason to believe that the G.P. only 
too often sends his patient to the specialist to 
save himself the trouble of investigating the 
case. I have heard complaints, from people 
who have been through the mill, that in some 
large cities the Unit System in private practice 
is conducted on lines which savour of scandal 
and usury. A patient goes, let us say, to con- 
sult a physician for abdominal pain. He is 
sent to the dentist for his teeth, radiologist 
for a series of dentograms and barium-meal 
pictures, cholecystography, pyelography, etc. 
He then visits the bacteriologist, makes an 
analysis of urine and faeces, examine blood for 
Wasserman, Widal, leucocyte count, sputum 
for T. B. and so on and so forth. The possi- 
bility of the ophthalmologist and rhino-laryn- 
golo gist being called in may not be overlooked. 
By the time all these specialists have been paid, 
the patient has very little money with which 
to begin bis. treatment. Our education is 
expensive and we are taught costly methods of 
dealing with disease. 

I shall not take up more of your time in 
discussing the effects of contact between our 
sections of the profession and the people. 
If you work it out carefully, it will be obvious 
to you that the general mutual dissatisfaction 
is based upon a misunderstanding of the condi- 
tions and limitations under which they res- 
pectively reside and work. Let us first examine 
ourownnest. Are wea perfectly happy family ? 
What are the sins of our brotherhood which 
need repentance and reform? I shall be tola 
that there is no need to wash our household 
linen in public. I venture to suggest that the 
more public the washing, the quicker and more 
complete the purification and cleanliness of our 
garments. Better a thorough good cleaning 
with water and disinfectants than being co- 
vered with perfumes and flowers. I have 
already tried to persuade you that we are not 
quite the ‘Wise Men of the East’ that we fancy 
ourselves to be. We are not a united body, 


with one purpose, one goal putting forth a 
co-ordinate and combined effort to fulfil our 
mission of service to humanity. The canker 
of communalism has been planted and is eating 
into the vitals of the humanitarianism which is 
the soul of our profession, Service-man and 
Private Practitioner, Hindu and Muslim, 
Brahmin and Non-Brahmin, Graduate and 
Licentiate, Specialist and General Practitioner, 
Tamil and Andhra, ete. Those divisions and 
cross-divisions characterize the many sections 
that are proving detrimental to our fraternity. 
May I express the hope that the Andhra Desa 
will lead the way to the millenium where con- 
siderations of race, religion, caste or condition 
will not be permitted to interfere with our 
duty to our country and to mankind ? 
Surely, there should be no quarreling amongst 


those engaged in a work of mercy, the root- 


force of all medical work. There is no consoli- 
dation because the spirit of team-work and 
co-operation is so lacking. The distressing 
spectacle of three separate Medical Conferences 
in the course of three weeks in the same city the 
other day, was apt to depress and discourage 
the most optimistic amongst us. The tragedy 
of it is that each of them met for the same 
avowed purposes, passed more or less identical 
resolutions, and expressed similar thoughts in a 
common language. Why this _ internecine 
struggle which is damaging the structure and 
functions of medical India? We know that 
jealousy—that monster who waits at the door 
of every profession, often operates secretly 
to ruin many a fair career. But that is a per- 
sonal failing and must not be allowed to corrupt 
our ranks. Mass-solidarity is essential if we 
are to make a steady progress and overcome 
the many obstacles in our path. We must 
also conquer many of our weaknesses (engen- 
dered, no doubt, by the struggle for existence), 
and tread the narrow, steep path of duty, if 
need be with some sacrifice and suffering. 
There must be no selfishness, no advertisment, 
no back-biting, no underselling—none of the 
vices of the hawker. Yours is a noble profes- 
sion and not a low-class trade. ‘Live and let 
live’ must be our motto. I knew a well-known 
surgeon who charged anything from 500 to 
a 1000 rupees for an operation, stoop to a fee of 
25 rupees because he did not want the case to 
go into other hands. How are the less-fortue 
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nately placed juniors to thrive in an atmos- 
phere where mammonism is so rampant ? 
Before we can claim the right ‘to live, live fully 
and live well’, let us prove our credentials and 
see that there are no flaws in our armour, no 
stains on our escutcheon. Inspired by a high 
sense of duty, united by a common conscious- 
ness of service and brotherhood, and equipped 
with mental and moral training for the task 
before us, we can face the world without hesi- 
tation, and try to leave it a little better than 
we found it. 


There are those who assert that if the bless- 
ings and benefits of medical service are to some 
extent lost to the people, it is at least in part 
due to the fault of the people themselves. 
We cannot deny that the indifference, ignor- 
ance, superstition and obstinacy of the people 
severely handicap the work of the modern 
medical man. Experience has taught me that, 
with rare exceptions, the average Hakim or 
Vaid ranges himself against us, whilst the family 
priest and astrologer is usually a thorn in our 
side. In the matter of payment for services, 
also, the patients are not impeccable. Those 
who have money will not pay and those who 
have not, cannot pay. So the doctor is generally 
to the bad! When all is said and done, 
the people are what they are. They are what 
we the ‘intelligentia’, have made them through 
generations of neglect and ill-treatment. If 
they are poor, the rich must have robbed them ; 
if they are ignorant, the wise men have witheld 
knowledge from them ; if they are full of super- 
stitutions, you must hang the priests who fed 
them on lies in order to perpetuate human 
slavery. If the poor are sick and dirty and 
weak, why brothers and sisters, it is your 
fault! You have neglected to look after their 
sanitation, their food and their health. Of 
course, you will ask me, ‘what can we do ?’ 
That is the question I want you to answer. 
There are forces beyond our control which ope- 
rate powerfully against any efforts we may make 
to improve the miserable condition at present 
existent in our country. The financial and 
social questions loom large against us. Poli- 
tics, modern Indian Politics, rears its ugly head 
every now and then when we attempt to break 
off the shackles that bind our people to ignor- 
ance and poverty. 
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It cannot be denied that we, as a body, 
have work to do in creating a civic sense of 
sanitation and health. Be it acknowledged to 
the credit of our brethern that such work has 
been and is being done, but it is isolated, half- 
hearted and on an infinitesimally small scale. 
It is easy to make appeals to Government but 
difficult to get a hearing. 

Two years ago I ventured to submit the 
skeleton of a scheme emphasising the necessity 
of having a national—that is to say, indigenous, 
organisation on a permanent basis, which will 
have its ramifications reaching right down to 
the villages, for the amelioration of the present 
unsatisfactory state of things. That scheme 
was variously received. It was opposed on 
theoretical grounds by some of my most inti- 
mate colleagues, while—strange to say, people 
I had never met before (Europeans amongst 
them), not only approved of it but adopted work 
based on my plan. Dr. Ansari, in his Presiden- 
tial speech in Bombay last December, blessed 
the idea with a modified approval. I have been 
waiting for alternative schemes to be put for- 
ward. I admit that there are many flaws in 
my plan, but considering the means at our 
disposal—both men and money being scarce 
at present, I have not been able to improve on 
my original proposal, I will not linger on the 
subject except to request you to think it over 
seriously and sec if you cannot apply it in some 
form or other to your province. I am all the 
more emboldened to do this when I see, from 
statistics supplied to me, that the conditions 
of medical aid in rural areas, of Andhra Desa 
are in no way different from those obtaining 
elsewhere in India :— 


Qualified medical men 
and out of service: 1,726 


Area to be served : 82,950 sq. miles, 
Population to be 
served : 20 millions. 


This works out roughly to one medical man 
for every 11,529 and one medical man per 47 
square miles—not taking into account the 
vexed question of crowding in towns and 
cities. 

I was never so forcibly and clearly struck 
by the necessity of such an organisation as 


ary 
| 
| 
BETS 


Vol. III No, 11 
July, 1934. 


when I received the following circular letter 
from that great and sincere Servant of India, 
Babu Rajendra Prasad :— 


BIHAR CENTRAL RELIEF COMMITTEE, PATNA. 


Exhibition Road, 
22nd February 1934. 


Dear Doctor, 


The need for immediate medical relief to 
the victims of the earthquake disaster having 
ceased, the various medical relief organisations 
which had rushed to the affected centres, with- 
in the first few days of the catastrophe to render 
aid to the direct sufferers of the earthquake, 
have gradually withdrawn their units from 
those centres. 


At the present moment although the direct 
sufferers from the effects of the ‘quake’ are not 
many—there are scores of people who having 
been rendered homeless, moneyless and help- 
less in every way—are living exposed to the in- 
clemencies of the weather in insanitary sur- 
roundings, consuming bad food and unclean 
water and are developing diseases which living 
under such circumstances brings in its train. 
These people have not the means left to consult 
local medical practitioners for their ailments, 
and getting their advice. It is therefore felt 
that some sort of a semi-permanent medical 
organisation should be maintained at each of 
the centres in the affected area for at least a few 
months (3—6 or until the rains are over) to 
provide medical attendance to these people. 
I enclose herewith a detailed -scheme of work 
prepared by my medical advisers for :your in- 
formation. The object of writing this note 
to you is to enquire if it will be possible for you 
to supply a regular stream of competent and 
efficient medical volunteers (doctors of atleast 
5—7 years experience) who would be willing to 
work for atleast one month at a stretch. As 
the cases which will now require to be attended 
to would be mostly of a medical nature, (Bron- 
chitis, Pneumonia, Influenza, Diarrhoea, Dy- 
sentery, Cholera, Eruptive fevers, Enteric ete.,) 
it is essential that doctors volunteering should 
be capable of managing them. The time of 
student volunteers and ambulance workers is 
gone, I am not issuing a press appeal for the 
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doctors for fear of being overwhelmed with 
offers from all sorts of medical men, good, 
bad and indifferent. I am writing privately 
to you and other prominent medical practitioners 
of the country to secure for our work tried 
and efficient people who will work with a 
spirit of service in them, be prepared for rough 
life, and will be responsible enough to be left 
in charge of these units for a month at a stretch. 
We would open several centres in the affected 
area and would require about 200 to 300 doctors 
for this work for a period which may extend 
over 7 months. The doctors will be honorary 
but will be provided with a paid staff of com- 
pounder and menials. House to house visits 
and home-treatment of patients will be the 
chief work of these units. Boarding, lodging 


‘and railway passage will be paid by the B.C. 


R.C. 


I shall feel obliged if you will kindly let me 
know at your earliest convenience how many 
such workers I can expect to get from you. 
As we shall be maintaining a register of these 
volunteers in a book—-the names of the doctors, 
their qualifications, the period they can work 
and the places from where they propose to come 
may kindly be communicated to me. 


Yours sincerely, 

RAJENDRA PRASAD. 
1. Starr or Eacu Unir: 
2 Doctors (Graduate) 
1 Doctor (Licentiate) 
1 Compounder 
1 Dresser 
1 Cook 
1 Servant 
1 Sweeper 
1 Nurse (if available). 


2. Work or Eacu Unir: 
a. A small Indoor of (4—6) beas, 
b. Outpatients’ Department. 
c. House to house visit in town and neigh- 
bouring villages. 
3. ACCOMMODATION : 


A thatched hut for hospital (both indoor 
and outdoor). 
b. A thatched hut for doctors, 


a. 


> 


e. A thatched hut for dresser and com- 
pounder. 

d. A hut for cook and kitchen. 

e. A hut for menial staff. 

f. A hut for nurses and lady social 
workers. 


4. CONVEYANCE FOR WorKERS’ VISITING 
Homes OF PATIENTS: 
Bicycle, Ekka or Pony. 


5. PassaGe OFFERED TO Doctors : 
a. Inter-class fares from place of resi- 
dence to Patna and back. 
b. Inter-class fare from Patna to place 
of work and back will be supplied by 
the Base Medical Depot at Patna. 


6. MepicAL REQUISITES AND APPLIANCES: 


7. SUPERVISION : 
The Chief Medical Adviser of the 
B.C.R.C., will exercise general super- 
vision and administrative control 
over the various units which will 
work under his guidance. 


The letter explains itself. You can picture 
to yourselves the sufferings of the people. of 
Bihar. After sweeping up the immediate wreck- 
age of the earthquake, we have to face the 
sequelae and complications. This wants men 
with training and character, willing and able 
to work and, if need be, to suffer for the cause 
of charity which calls us. I hope the Andhra 
Desa will, with its usual generosity, extend its 
hand to distressed Bihar. It cannot be said 
that a system that never existed broke down. 
Bihar was as poorly served medically as any 
other province in India. But it needed a 
cataclysm on this scale to reveal to us the fact 
that the whole Medical Administration of India 
needs re-casting. We cannot, however, wait 
for that dubious millenium. We must teach 
first aid to our village folks. We must regu- 
late and reform the medical, surgical and obste- 
trical ideas of our V aids, our barber-surgeons and 
our Dais. We must get more medical men into 
the villages and establish a suitable machinery 
for the improvement of village sanitation. It 
may even be possible to organise units of medical 
service at certain convenient centres outside 
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the cities, with a surgeon, a physician, a labo- 
ratory and other specialist appurtenances. Such 
centres may easily control an area of 500 square 
miles each ifthe indigenous men and material 
are judiciously utilised. 

Objections, some strong and some, to my 
mind, unreasonable, have been raised against 
the proposal to rope in Hakims and Vaids and 
others of that ilk, impressing them after a little 
manipulation into the formed rural medical 
service contemplated by me. But, there is no 
dissentient voice against advocating the use, 
as far as possible, of indigenous drugs. I shall 
therefore not dwell on the point on this occa- 
sion. 

**T notice that the idea has been mooted that 
the ANDuRA MEDICAL AssocrATION should join 
hands with the INDIAN MEDIcAL AssocIATION 
and work side by side with it. I have no hesi- 
tation in endorsing that move. As an Andhra 
who is a member of the I.M.A., I need hardly 
apologise to you for urging strongly your affi- 


liation to the All-India Body. The advantages. 


are enormous and the disadvantages practically 
none. For one thing, you will be relieved of the 
burden of taking separate action in matters of 
all-India concern. The Central Council of the 
I.M.A. have men well-versed in medical poli- 
tics and who are used to fighting the battles of 
the profession against all comers. The time 
and energy thus saved, you can with profit 
devote to matters of local concern. You will 
establish a liaison with the profession all over 
the country and be able to move forward with 
them instead of being isolated and crying in the 
wilderness. I need hardly invite your attention 
to the sglid work already accomplished by the 
I.M.A. on behalf of the profession and the people 
in organising its branches, educating the public 
and fighting all the forces of reaction. — 
Comrades ! Fault-finding is cheap work. 
Exhortation is for the weak and wavering. 
Flattery is a sin against truth. I have tried 
to avoid all these while presenting to you the 
main points of our assets and liabilities as an 
essential limb of the Nation. You may or may 
not agree with me. I thank you for giving me 
a patient hearing and will feel well rewarded if 
you will devote some of your spare attention to 
the subjects with which I have dealt, and 
attempt to work out the solutions for some of the 
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problems I have placed before you. It is not 
given to any man to dictate to such a demo- 
cratic body as ours. We accept no authority 
but Truth. Our service is to humanity and 
not to men or nations or even Governments. 
Broad-based as are our interests and our labour, 
let us proceed steadily on our pilgrimage of 
service, unmindful of snobbery, heedless of 
snecrs, and undeterred by temporary obstacles. 
Above all, gentlemen, let me implore you to 
work in unison—for ‘Unity is Strength’. Do 
not speculate or theorise : thatinvolves waste of 
time and energy. Neither do you need to ask 
or beg. Asking is a symptom of inferiority 
and begging a sign of slavery. There is an old 
Christian saying :—‘‘Ask and it shall be given”’, 
but the modern materialist adheres to the 
formula ‘Ask for bread and you shall get stone’. 

Sometimes we cure our patients and often 
we help them. But it lies in our power always 
to cheer them on their way with faith and hope. 


RESOLUTIONS OF THE FOURTH ANDHRA 
MEDICAL CONFERENCE 


[Bezwada, March 1934.] 


1. This Conference is of opinion that an 
association called ‘*The Andhra Medical Asso- 
ciation” be formed with branches in the various 
districts. 

2. That a provisional committee consist- 
ing of 

Dr. D. S. Ramchandra Rao. 

Major M. G. Naidu. 

Major T. S. Sastry. 

M. V. Krishna Rao. 

P. Gurumurti. 

Ch. Suryanarayan. 

M. V. S. Prakasa Rao. 

M. Rangaya. 

K. Ullaki. 

G. M. Sivasubramanyam., 

P. R. Venkatarama Iyer. 

Ranganayakamma. 
be appointed to arrange the constitution, rules 
and regulations of the above Association with 
power to co-opt others; Dr. Rama Chandra 
Rao being Convener. 

83. Resolved that the provisional com- 
mittee appointed by Resolution No. 2 be em- 
powered to act as the committee of the 4th 
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Andhra Medical Conference also and take action 
with regard to the resolutions passed by it. 


4. This Conference desires to place on 
record its thankfulness to the Government of 
Madras for the new buildings of extension to 
the General Hospital and the Medical College, 
which were recently opened by His Excellency 
Sir George Stanley, Governor of Madras, and 
requests the Government to employ more 
Honorary-Medical Officers, to whom may be 
entrusted the additional beds for which pro- 
vision has now been made. 


5. This Conference urges on the Minister 
to find the necessary funds for completing the 
building plans which were contemplated to 
afford proper teaching facilities at the Medical 
College, Vizagapatam, and desires to point out 


‘that at least an up-to-date Infectious Diseases 


Hospital and a Tuberculosis Hospital are the 
most urgent needs. 


6. This Conference places on record its 
thankfulness to the Chief Minister, the Rajah 
Sahib of Bobbili, and Major-General C. A. 
Sprawson for the interest they had taken in the 
expansion of the Hony-System of Medical 
Relief, and heartily congratulates Major-Gene- 
ral C. A. Sprawson on his well-merited pro- 
motion as the Director-General of the Indian 
Medical Service. 


7. This Conference places on record its 
thankfulness to the Government of Madras, 
Major-General C. A. Sprawson and Col. V., 
Mahadevan for the introduction of the 5-year 
course for the L. M. P., which has been recently 
inaugurated by His Excellency Sir George 
Stanley, Governor of Madras, and hopes that the 
example of Madras will be followed by the 
other Provinces. 


8. This Conference requests the different 
Indian Universities having a faculty of Medi- 
cine attached to them to afford facilities for 
Licentiates in medicine to qualify for a Uni- 
versity degree in Medicine on conditions to be 
specified by the Universities. 

9. This Conference urges on the Andhra 
University the desirability of framing regula- 
tions on the lines of the Madras University to 
enable L.M.Ps., who are practising in the 
Andhra University area to improve their quali- 
fications by sitting for the M.B.B.S. Examin- 
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ation of the Andhra University, if they satisfy 
the conditions prescribed for the same without 
any extra academic qualification. 


10. This Conference has much pleasure 
in heartily congratulating Dr. T. Krishna 
Menon, Rao Bahadur Dr. A. Lakshmanswami 
Mudaliar and Rao Bahadur Dr. T. S. Tirumurti 
on their election to the All India Medical Coun- 
cil as representatives of the registered gra- 
duates, Madras University and Andhra Uni- 
versity respectively. 


11. This Conference has great pleasure 
in congratulating the Andhra University on 
having secured the continuation of the services 
of Dr. Sir S. Radhakrishnan as the Vice-Chan- 
cellor of the University for a further term and 
in heartily felicitating Dr. Sir S. Radhakrishnan 
on his uncontested election. 


12. This Conference expresses its sincere 
thanks to the authorities of the Andhra Uni- 
versity for having started the M.B.B.S. Examin- 
ations of the University independently from 
March 1934. 


13. This Conference urges on the Uni- 
versity and on the Surgeon-General and Prin- 
cipal of the Medical College, Vizagapatam, 
the desirablity of having also the final year 
clinical examinations at Vizagapatam itself, 
as the Hospital affords sufficient facilities for 
examination purposes for the small number 
of students who appear annually for this exa- 
mination. 


14. This Conference supports whole- 
heartedly the proposal of the University to take 
over the Hospital and the Medical College under 
its control and requests the Surgeon-General 
and the Government to consider sympathe- 
tically the desirability of a transfer of these 
institutions, as such a procedure has been 
followed recently in the University of Lucknow 
in India and as it is in keeping with the system 
which obtains in the West and in order that the 
provisions of the Andhra University Act for 
the transfer of Government teaching institutions 
at the Headquarters of the University to 
University control may be sincerely carried out. 


15. This Conference urges on the Director 
of Public Instruction the need for introducing 
the subject of “‘Elements of Hygiene and 
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Physiology” as a compulsory subject in all 
High Schools. 


16. This Conference requests the Andhra 
University and the Principal, Medical College, 
Vizagapatam, to reconsider favourably the 
affiliation of the Medical College for the B.Sc., 
course in Physiology, the syllabuses and regu- 
lations for which were incorporated in the Uni- 
versity Code some years ago. 


17. This Conference desires to record its 
thankfulness to the Andhra University for the 
institution of the research degree, Ph.D., also 
for Post-Graduates in Medicine and hopes that 
steps will soon be take to institute the degrees 
of M.D., and M.S., as in all the sister Univer- 
sities in India having medical faculties. 


18. This Conference requests the Andhra 
University to institute at least 2 Research 
Studentships for Post-Graduate Medical Stu- 
dents tenable for a period of 2 or 3 years, as at 
present Research Studentships are confined 
only to Arts and Science students and rot 
awarded to medical students. 


19 (a). This Conference urges on the 
Andhra University the need to grant diplomas 
and degrees in Pharmacy and Pharmaceutical 
Chemistry after prescribed courses of studies, 
training and examinations for the same, as it 
considers that this should be the next step in the 
development of the University on its techno- 
logical side. 

19(b). This Conference appeals to all the 
members of the medical profession to en- 
courage use of the Pharmaceutical preparations 
made in India. 

20. This Conference requests the Andhra 
University to appoint a whole-time Medical 
Officer to conduct the Medical Examination of 
the students of the University Colleges and the 
afflliated Colleges. 


21. In view of the Government’s repeated 
refusal, this Conference requests the Andhra 
University to consider the possibility of raising 
a University Training Corps independently of 
Government by appointing as a teacher—a 
Retired Military Officer of the requisite quali- 
fications, as a beginning in this direction cannot 
be delayed any longer. 


22. This Conference is of opinion that 
the Provincial Medical Act should be so amended 
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in order to provide for an increased number 
of elected members, both graduates and 
licentiates. 


23. This Conference resolves that the 
election to the Provincial Councils should be 
run on the basis of joint electorates. 


24. This Conference recommends the 
immediate resumption of open competitive 
examination for recruitment to the Indian 
Medical Service to be held only in India. 


25. This Conference is decidedly of opinion 
that no member of the Indian Medical Service, 
which is a purely Military Service shall be em- 
ployed on the Civil side either on the plea of 
war or on any other consideration. 


26. This Conference strongly condemns 
the views regarding the Medical Service and the 
medical profession in India expressed in the 
memorandum of the British Medical Associa- 
tion and in the evidence tendered by the mem- 
bers of the Indian Medical Service and others, 
before a Joint Parliamentary Committee, as 
those views are misleading and are actuated 
by a narrow racial bias. 


27. This Conference strongly condemns 
the present policy or reservation of posts in the 
Medical Research Department for the members 
of a particular service and recommends that in 
future recruitment to the department be made 
after adequate publicity and solely on merits. 


28. This Conference urges on the Govern- 
ment of India the appointment of a Commis- 
sion of experts to report on the present work- 
ing of the Indian Research Fund Association 
and on the improvements which could be 
effected and the possible ways of retrench- 
ment, without in any way sacrificing the per- 
manency and the steady usefulness of the 
Fund in the carrying out of the objects for 
which it is intended. 


29. This Conference urges on the Govy- 
ernment of India to appoint a Commission of 
Experts to inspect the existing Government 
Research Institutes and to report on their 
satisfactory working and on the _ possibilities 
of linking them with medical schools or colleges 
and clinical hospitals, which in the opinion 
of this Conference would be decidedly advan- 
tageous both to the Research Workers and the 
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teaching staff of the schools or colleges, to which 
are attached the clinical hospitals. 


30. This Conference urges on the Govern- 
ment of India the desirability of transferring 
the Karnal School of Malarialogy and make 
it a department of the Schoo] of Tropical Medi- 
cine, Calcutta, as the services of the specialists 
in the School of Tropical Medicine and the 
School of Hygiene could be utilised for running 
the elasses on malariology more efficiently and 
in an economic manner. 


31. This Conference recommends to the 
All India Medical Council the necessity for 
laying down the minimum standards of medical 
education for this country, bearing its peculiar 
circumstances and needs in mind, so_ that 
license qualifications in the various provinces 
may also be raised to the same standards and 
suggests that this may be done by the Exe- 
cutive Committee of the Indian Medical Coun- 
cil by co-opting specialists in the various sub- 
jects from the different medical faculties of the 
Universities in India. 

32. As there is a great need for encourag- 
ing the study of Tropical Medicine and Hygiene, 
this Conference recommends to the Government 
of India and to the Provincial and State Gov- 
ernments the desirability of instituting student- 
ships, fellowships and Grant-in-Aid in Medi- 
cine for the purpose of carrying on research at 
the University centres and in close co-opera- 
tion with the staff of the Medical Colleges. 

38. This Conference requests the Manag- 
ing Committee to take steps to obtain con- 
cession rates in the various railways, M. and 
S. M. Ry., B. N. Ry., N. S. Ry., to delegates 
who may attend the Andhra Medical Conference, 
whenever or in whichever place the Conference 
may be annually held. 

34(a). This Conference requests the Gov- 
ernment to operate Sec. 77-A (1) of the District 
Municipalities Act of 1921 as amended in the 
ease of Medical Officers employed by Muni- 
cipalities just as in the case of Health Officers 
and Sanitary Engineers and take steps for the 
early provincialisation of the services of this 
class of employees. 

34(b). This Conference requests the Gov- 
ernment to provincialise Local Fund Medical 
Services, 


35. This Conference suggests to the Gov- 
ernment to appoint an Enquiry Committee to 
go through the working of the Rural Medical 
Scheme and suggest modifications thereof, the 
Committee to consist of two members of the 
Provincial Legislature and three independent 
Medical Practitioners nominated by the Provin- 
cial Rural Medical Practitioners Association. 

36. This Conference suggests to the Gov- 
ernment to afford proper facilities to the Rural 
Medical Practitioners desirous of going for 
higher and special courses by giving them study 
leave on full subsidy once in every 5 years for 
a period not exceeding one year at a time. 


Sd. M. G. Natpu, 
President, 
4th Andhra Medical Conference, 
Bezwada. 
March, 19384. 


ROYAL COLLEGE OF SURGEONS, ENGLAND 
Announcement 

Two years ago when Major General C. A. 
Sprawson, the present Director General, Indian 
Medical Service, was in Madras he and the Prin- 
cipal of the Medical College of Andhra Univer- 
sity, began a correspondence with the Royal 
College of Surgeons of England with a view 
to having a Primary Examination in anatomy 
and physiology for the Fellowship ofthe College 
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conducted in India. The object of this was to 
obviate the necessity for candidates from the 
Universities of India having to go to England 
in the middle of their course, as well as to 
diminish the expenditure of the individual 
candidate, and so enable those students who 
were not well off to be placed in a better posi- 
tion to obtain the Higher Qualification. 


A cable from the Secretary of the College 
of Surgeons has been received agreeing to send 
examiners to conduct such an examination in 
India in the third week of December of this 
year, conditional on not fewer than thirty 
candidates being forthcoming. Though the 
examination is not to be held until December, 
it is necessary that the number of candidates 
should be known and the fees deposited before 
the end of July, otherwise arrangements can- 
not be made in London in time. 

In order to cover the expenditure required 
for such an examination it would be necessary 
that every candidate who proposes to enter for 
the examination should send Rs.860/- (Rupees 
three hundred and sixty only) with his name 
and address when the exact date and place of 
examination would be communicated to him. 


Students or Graduates who wish further 
information on the subject should communicate 
with Mr. F. Macrae c/o the Director-General, 
Indian Medical Service, Gorton Castle, Simla. 
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{Items of news and notes of general interest to the profession 


for incorporation in_ this 
greatly appreciated—EDITOR] 


of the profession will be 


PLAGUE IN POONA CITY IN 1933 
K. KHAMBATTA 


Poona 


The first epidemic of plague in Poona 
took place in the year 1896. It is known to 
the old residents of Poona that compared to 
the epidemic of 1896, the present epidemic 
in the year 1933 is merely a flea-bite. There 
was a mild epidemic of this fell diaease in 
Poona some ten years ago. The present epi- 
demic was anticipated by me in September 
1982, i. e. 4 months previous to the actual 
outbreak of plague. Rat trapping was carried 
on even before that, i. e. since the year 1927-28. 
But I must admit, it was not done intensively 
as the occasion did not demand it. Reports 
were brought to the office in the latter part of 
the year 1932, that large rats (bandicoots) 
were to be seen all over the town. Some trapped 
bandicoots were shown to me and were des- 
troyed. <A requisition for box traps was made 
to the Municipal Workshop and 200 box traps 
were got ready. I smelt danger in the appear- 
ance of these creatures. It was sudden and 
unexpected. These pests were seen flooding 
the town. Inthe memory of the oldest citizens 
of Poona, their appearance indicated an ap- 
proaching epidemic. I put advertisements in 
various vernacular papers, requesting citizens, 
rich and poor, to beware and be prepared to 
fight the coming epidemic. Even in the 
English local supplement of the “Times of 
India,”’ I put in a letter requesting people to kill 
rats and bandicoots and I had made ample 
provision to supply all and sundry with free 
use of traps from the Health Office of the Poona 
City Municipality. I also requested the sister 
Municipalities to do the same, but the latter 
did not co-operate. One imported plague case 
from Bhor State occurred on the 14th Janu- 
ary 1983 in Gul Ali in Bhawani Peth. 


Before I proceed any further, it is necessary 
that you should be acquainted with the geo- 


section from the members 


graphical situation of our city. The city is 
surrounded (?th of its boundary and almost 
touching it) by 3 Municipal Boards. The Poona 
Cantonment encircles it on the east. The 
Poona Suburban Board touches }th of its 
boundary, and the Kirkee Cantonment en- 
circles it on its noth-east side. The first and 
the last are directly under the Military Depart- 
ment and the 2nd is a Municipal Borough. 
Many work-men working during day in the 
limits of these Boards have their residential 
quarters in the city proper. Besides the borders 
of the town there are common roads communi- 
cating with numerous villages which were most 
of them infected prior to the outbreak of plague 
in Poona City. Motors, lorries buses, bullock 
carts run to and fro day and night. There is 
no legal restriction that could be put on this 
traffic during the time of an expected epidemic. 
The two Military Boards could easily stop 
people going from the city to live in their areas, 
but there was no law by which the city could 
prevent people from the Military areas coming 
to live in the town. Thus you will see my 
extreme difficulty in fighting an epidemic 
without any safeguards. In fact, when the 
epidemic had reached its maximum in _ the 
Cantonment area, the Military Department 
expelled all these people living in their slum 
areas, locking up perforce their small houses, 
Naturally all the people from the infected areas 
found an asylum in Poona town, thus infecting 
the non-infected areas in the town. With this 
picture before you, gentlemen, you can well 
imagine the difficulties I had to encounter in 
fighting the epidemic. My only strong bat lay 
in inoculating all and sundry, rich and poor, 
young and old, males, females and children 
and this was done very rapidly. 

It is necessary in a local self-governing 
body to first obtain permission of the Muni- 
cipality the Medical Officer of Health is serving, 
for the slightest expenditure and this process 
entails a lot of delay and waste of time. But 
seeing the gravity of the situation I ordered all 
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the inoculation outfit and a large number of 
anti-plague vaccine tubes and thus was fully 
prepared to meet the epidemic, when it first 
made its appearance in Bhavani Peth. There 
are 18 wards (known as Peths) which go to form 
the town. Inoculation was pushed rapidly 
and nearly the whole of the population of these 
peths and people living in adjoining. peths were 
inoculated, so that within 3 months of the out- 
break nearly 20,000 citizens were inoculated. 
I took no permission for the paraphernalia 
that were required and even a couple of ino- 
culators were appointed in anticipation of the 
necessary sanction. Intensive rattrapping was 
earried out in spite of opposition of the 
Jain public in the area infected and also in the 
adjoining areas. Plague appeared at first in 
a sporadic form in some peths, but our rapid 
inoculation efforts saved the situation for the 
time being, so that before IT went on leave in 
April, I had the satisfaction to see that there 
were only 24 cases since the outbreak. For 
two months I was on leave, when my assistant 
Mr. Godbole, who was acting for me, saw me 
at my bungalow and told me that plague was 
gradually on the rise, four or five cases a week 
were reported, and hence I became anxious. 
After a fortnight or so, I was recalled from 
leave by the Municipality and I resumed my 
office under very unfavourable circumstances. 
The weather was cloudy and the rains were 
falling in torrents, a wholesome ground for the 
plague to flourish. Safety only lay in mass 
inoculation, for which I prepared the ground. 


All the local qualified medical  practi- 
tioners were requested by me to help in ino- 
culation work on their being supplied with free 
vaccine tubes. The local doctors right loyally 
came to myhelp and I am sincerely thankful to 
them for pushing on inoculation. IT repeat that 
I am under very great obligation to them for 
assisting me in those difficult days by inoculat- 
ing their patients, their relatives and all those 
with whom they had any influence. 


A great difficulty, I might say an obstruc- 
tion to my inoculation campaign, unexpectedly 
arose. Some members of the local medical 
brotherhood interested themselves in using a 
German serum. I, therefore, approached Col. 
Sokhey, the Director of the Haffkine Institute 
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and requested him to kindly let me have an 
analysis of this new serum. My suspicions as 
to its inefficiency were aroused, as several 
persons, well placed in life, told me that after 
getting inoculated with the said serum, they 
never had fever nor did they suffer as with the 
Haffkine Vaccine. The reply that I received 
from the Director along with the analysis of the 
German serum confirmed my opinion regarding 
the inefficacy of the serum. Accordingly, I 
put a parain the local papers under my official 
designation in order that it might be authori- 
tative, and cautioned the public against the 
use of the serum. Unfortunately my object 
was misunderstood by some medical friends. 
The agent who sold this German serum, threa- 
tened me with prosecution. I was quite pre- 
pared to accept his challenge, for I had the 
whole Haffkine Institute behind me and what 
I had done was done only in the interest of public 
health. Dr. Naidu, Assistant Director of 
I[affkine Institute, also publicly condemned 
it at a Doctors’ Conference in the Seva Sadan. 


As the days passed on to dry weather with 
less humidity in the atmosphere, the number 
of rats came down and the number of bandi- 
coots also became far less. Side by side with 
the diminution of the rat population and the 
disappearance of rains, plague attacks also 
considerably decreased. About this time Dr. 
Naidu, Ex-President of the Poona City Muni- 
cipality, moved the General Body to appoint 
a Plague Relief Committee. The Plague 
Relief Committee so formed was very helpful 
to my operations in combating plague. Huts 
were constructed on the outskirts of the town 
to enable people to evacuate their infected 
houses. The number of houses, disinfected, 
was 5985 up to 16-12-33. The Director of 
Public Health also called at his office a meeting 
of Heads of different Boards where it was re- 
solved that a rat crusade should be instituted 
to diminish as far as possible the rat population 
in all the four Municipal areas. He specially 
deputed Dr. Chitre to institute and_ or- 
ganise rat baiting gangs and at present this is 
being done as an experimental measure. My 
own idea, from what little I have seen of the 
experiment of rat baiting for the whole town, is 
that it will prove fruitless, since rats are wily 
creatures. Besides, rats do not die at once 
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after swallowing the poisioned baits. They 
do travel some distance before they succumb 
to the poision. Screening of broken down 
and inhabited houses is also a waste of mo- 
ney. Chocking the rat holes in living houses 
with synogas is attended with considerable 
risk, and all mud houses in the city have so 
many rat holes that it is beyond the power of 
any human being to reach every rat hole in a 
large town like Poona City. I have found rat 
trapping as the only successful preventive 
measure. The other efforts mentioned above 
for destroying rats are not only very costly 
but to my mind entail a fruitless and unneces- 
sary expenditure of public funds. These ex- 
periments are well situated for laboratory 
work, and Poona City cannot be converted into 
a laboratory. Besides all such attempts are of 
no use unless the sister municipalities adjoin- 
ing and closely situated near our town also 
take up simultaneously similar operations of 
destroying these rodents. I may be wrong or 
open to question. But my long experience of 
Poona City and their citizens both literate 
and illiterate, rich and poor, compel me to say 
that they will rapidly accept traps than baits. 
trust, gentlemen, you _ will appreciate 
my difficulties with regard to baiting in our 
city where nearly 80 p.c. houses are built with 
mud. Hundreds of houses in the city are in a 
dilapidated condition and such houses are a 
real danger to the town. I can give hundreds 
of instances in all the 18 peths, where such 
dilapidated structures are situated in the midst 
of thickly populated areas and are real menace 
to the town. It is not so easy, as one would 
think, in a municipal town to ‘pull down such 
structures. Litigation, notices, or unknown 
claimants, who suddenly spring up, seeking 
court’s injunction, ultimately frustrate all 
attempts at pulling the houses down, as one 
would do it in a Cantonment or a Military town. 
These dilapidated structures not only lodge 
filth but insects of every description 
form a habitation in these filthy and unhealthy 
spots. Especially when we attempt as far as 
we can to reduce the population of rats, our 
crusade on these pests is greatly frustrated on 
account of these falling down mud structures. 
I have said before that rat trapping is the best 
procedure under these circumstances although 
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some might say baiting is better; but for 
practical purposes rat trapping is acceptable to 
all kinds of citizens of different castes and creeds. 
We have certain castes, viz. Jains, Marwaris 
and Banias, who are also against rat-killing. 
I was nearly mobbed one morning by these 
people on my insisting on them to hand over 
the traps wherein about 80 rats were trapped ; 
but they let off these rodents in gutters adjoin- 
ing their houses, It is not easy for a Medical 
Officer of Health to overcome all these diffi- 
culties ; but one has to possess a lot of patience 
when acting in this capacity to overcome their 
prejudices by persuasion, influence and various 
other methods and thus to bring home to them 
the utility of killing these pests when an epi- 
demic breaks out. Plague in Poona City at 
this juncture is very much down; in fact we 
are having one or two attacks and deaths every 
day. And the success of this I can only lay 
down to our inoculation of masses and rat 
trapping. Disinfection of houses was pushed 
rapidly in the latter part of the epidemic, but 
my firm conviction lies in the suecess we have 
achieved in inoculating masses and in killing 
rats and bandicoots. The latter species is now 
rare, for they are hardly to be seen. One or 
two catches a day is our average at the present 
time. Gentlemen, I am afraid, I have some- 
what exhausted your patience, but considering 
the length of time I have taken in explaining 
to you the situation, I think I have somewhat 
convinced you of the very difficult task which 
we | ad to do in combating the epidemic, which, 
but for the attempts of our Health Depart- 
ment, might have developed to uncontrollable 
proportions. In conclusin, let me once again 
thank all and sundry, rich and poor and more 
specially my medical brotherhood, for their 
assistance and suggestions, both official and 
nonofficial, for helping me in stamping out this 
disease, which is still lingering. 

Let me not forget to give my best thanks 
to the Chairman, Dr. Naidu, and the members 
of the Plague Relief Committee for placing at 
my disposal all materials required and their 
powerful support in all matters pertaining to 
the suppression of this disease. The President, 
the Chairman of the Standing Committee and 
the members of the Municipality in general 
supported me ina truly friendly spirit sanc- 
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tioning all things required with a cheerfulness 
that would merit admiration from all cor- 
porations throughout India. My assistant, 
Mr. Godbole, has spent hours with me assisting 
me nobly in all works allotted to him. I have 
given facts and figures in an Appendix em- 
bodied in this paper, to whic: I crave your 
attention. 

Lastly, I thank the President of this Con- 
ference as also the members of the Executive 
Committee for permitting me to read this paper 
before this learned and distinguished gather- 


ing. 
SOME NOTES ON POONA PLAGUE 


Mortality :—The first case of plague ap- 
peared on 14-1-33 in Bhavani Peth and it was 
imported from Bhor State. 

The highest. number of plague deaths oc- 
curred on the 7th and 8th October 1933 and 
they were 20 each day, while 12th Dee. shows 
no attack and no death. 
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The highest weekly mortality from the 
plague was 157 attacks and 111 deaths in 
the week ending 7th October 1933 and the 
lowest was 7 attacks and 4 deaths in the week 
ending 16th Instant. 

Inoculations :—There were 5 extra muni- 
cipal inoculators besides the 6 medical officers 
in charge of Municipal dispensaries and they 
inoculated 41672 persons while nearly 150 
private medical practitioners inoculated 92640 
persons. 14145 anti-plague vaccine tubes were 
supplied free to these private practitioners. 

Disinfection :—The maximum _ staff en- 
gaged by the Municipality for disinfection 
was 25 mocadums and 75 coolies. 

Rat-Trapping :—1200 rat-traps and 300 
box traps on an average were used. The 
maximum staff employed for this work was 
65 coolies, 8 mocadums, 2 sub-inspectors and 
one inspector. 

Health Camps :—Two camps were specially 
constructed for segregating contacts; but 
they were rarely occupied. 


PLAGUE IN POONA CITY, 1933-34 


1 January 6 456 11758 814 ) 1l 
2 February .. 12 38 3877 5816 546 $21668 17 6 | 
3 March 22 16 574 6079 474 J 18 0 $121 33 
4 April .. 24 20 542 6200 355 14754 5 ma 
5 May ‘a 6 6 466 5503 461 2332 2 1 14 3 
6 June -- ll 9 469 4241 361 673 0 0 13 0 
7 July .. 99 66 593 8186 329 19588 19 1 80 22 
8 August .. 816 185 832 12930 320 51638 29 3 203 2 
9 September .. 488 332 82911975 301 15146 58 2 2705 40 
10 October .. 408 306 767 10089 152 6559 52 2 2820 83 
11 November .. 105 86 516 9124 67 1524 25 0 712 =29 
12 December 383 30 303 4710 44 430 3 116 
(upto 20th 
instant) 


1530 1061 6714 96588 4224 134283 234 20 6784 226 


7 
20th December 1933. f 


KersHaw D. KHAMBATTA, 
Medical Officer of Health, 
Poona City Municipality. 
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EXTRACTS FROM THE VITAL STATISTICS 
FOR MARCH, 1934. 


Delhi Municipality. 


Birtus— 

The total numbers of births during the 
months under review was 1116 as compared 
with 977 in the corresponding month of the 
preceding year. The birth rate was 38.53 
against 33.73. 


Dratus—— 

The total number of deaths during the 
month under report was 770 as compared with 
1076 in the corresponding months of the pre- 
vious year. The death rate was 26.29 against 
87.15. 


INFANTILE MortaLity— 

The total numbers of deaths among in- 
fants under one year was 217 as compared 
with 345 in the corresponding month of the 
previous year. The infantile mortality rate 
was 194.44 against 353.12. 


Causes or Deatus— 

Below is given a statement showing the 
verified causes of deaths as compared with the 
corresponding month of the previous year. 


MEDICAL NOTES AND NEWS 


Disease. 1933 1934 
Malarial fever os 17 28 
Puerperal fever 1 5 
Small] pox . 198 — 
Typhoid fever 12 
Diabetes... 2 1 
Leprosy .. os 1 
Rheumatism 1 2 
Serofulla .. 1 — 
PLAGUE— 


Plague has broken out in epidemic forms 
of varying intensity in several places of the 
neighbouring provinces. Fortunately Delhi 


City has remained free from this scourge except 
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for the three cases of plague. All these three 
cases were imported from outside places. 2 
cases were imported from Saharanpur District 
and one from Moradabad District. ‘There was 
no local case of plague. 


CEREBRO-SPINAL FEVER— 


A brief note on the appearance and spread 
of Cerebro-Spinal fever is given below. 


This disease made its appearance in this 
city during the the first quarter of 1933. There 
were very low scattered cases. In January, 
there was one case, February 5 cases, and 
March 18 cases. Enquiries were then made 
from the neighbouring cities if this disease 
had also been witnessed there but no useful 
information was forthcoming. The — Public 
Health Commissioner with the Government 
of India was then consulted who informed me 
that for over a year this disease had made its 
appearance in Lahore and other places and that 
there had been cases also in the Borstal In- 
stitute. 

It will be noticed from the above state- 
ment that the disease had its peak during the 
summer months and that after rains the dis- 
ease diminished. 


From the onset of the last cold season 
reports on the outbreak of Cerebro-Spinal 
Fever poured in from practically all the prol- 
vinees. This disease has at certain places such 
as Ahmedabad and others been highly pre- 
valent so much so that cinemas, theatres, and 
such other places had to be closed down tem- 
porarily. 

The disease was very markedly present 
even in Delhi during the month of March so — 
much so that 69 cases were reported from this 
disease during that month. 

The Cerebro-Spinal Fever has been reck- 
oned as a very infectious disease, yet it is curious 
that in this city, as elsewhere, there have 
been stray cases. In general there has been 
no second case in one and the same house. 
The disease has been found in houses located 
in most congested localities as well as in open 
quarters occupied by the rich. 


The disease was more prevalent among 
males than females. In 1933 there was a Jarge 
number of cases from this disease among the 
Mohammedans while during the first quarter 


| | 


of the year 1934 the cases among Hindus were 
more. 

Investigations carried out have shown that 
a large number of the people who suffered from 
this disease had not been to any cinema or 
theatre. 

Special arrangements have been made in 
the Civil Hospital for treating persons suffer- 
ing from this disease. 


BOOK REVIEW 


JOURNAL. 
I. M. As 


Bulletins were issued to keep the public 
informed of the prevalence of the disease and 
the prophylactic measures that should be 
adopted to ward off the disease. 


Serum therapy is being tried in the Civil 
Hospital. Prophylactic vaccine is now being 
prepared at Kasauli. A further report on the 
progress of the disease will be submitted later. 


BOOK REVIEW 


The Practitioners Library of Medicine 
and Surgery 


Vol. VI. Obstetrics and Gynaecology: Pp. 
xviv+900. D. Appleton-Century Company, 
New York. 1934. 

The book is divided into two parts. Part 1 
dealing with Obstetrics and the Part II with 
Gynaecology. 

The Part I comprises .of 560 pages and 
contains 269 illustrations. Written by emi- 
nent authors, this part of the book has been 
wonderfully compiled. The text is for the 
most part’ concise but lucid and sufficiently 
explanatory. The beautiful and yet precise 
illustrations are invaluable and are worth more 
than the text. The chapters on ‘‘Diseases 
incidental to Pregnancy”, ““Dystocia” and the 
“Pathology of Puerperium” deserve special 
mentioning. 

The Part II comprises of 281 pages and 
contains 43 illustrations. Compared with the 
other part of the book this portion is poor in 
illustrations ; but this has been amply com- 
pensated by the exhaustive text written in a 
clear language of elegant style. The book 
contains all up to date informations on Radio- 
therapy in Gynaecology and the Pathology 
of Ovarian Tumors. 

If this volume could be had separately it 
would be a nice hand-book for students and 
teachers of Obstetrics and Gynaecology and 
doctors practising in only those branches of 
Medicine. We earnestly hope that the pub- 
lishers will meet this demand of the profession. 
G. M. 


Surgery of the Genito-Urinary 
Tract 
BY 


Coyre, M.B., B.S. (Lond.), F.R.C.S. 
(Eng.), Published in 1932 by Jonathan 
Cope, Medical Publications, pp. 127. 


The book is one of the ‘“‘Modern Treat- 
ment Series” with F. G. Crookshank, M.D., 
F. R. C. P. as General Editor. The book 
has been divided into nine chapters. The 
first gives a brief description of instruments 
required in Genito-Urinary Surgery and the. 
second deals with the Surgical Anatomy. The 
eighth and ninth chapters deal with operations.. 
The rest is devoted to the diseases of the Genito- 
Urinary tract. 


The book is pleasantly written and is easily 
readable. It will be useful to the general prac-- 
titioners and students. The contents are not 
advanced but include most of the conditions 
which are met with in every day practice. A 
brief reference about hydronephrosis which. 
has been entirely omitted would have been 
much appreciated. The chapter on cystos-- 
copy and urethroscopy has given some useful 
information but it is not possible for the general 
practitioner to carry them out without spe-- 
cialized training. The aim of the author in 
providing a book to the general practitioner 
in a convenient form and at a convenient; 
price has been fulfilled. 
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